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The  Mission  of  the  San  Francisco  Department  of  Public  Health 
is  to  protect  and  promote  the  health  of  all  San  Franciscans. 

The  San  Francisco  Department  of  Public  Health  shall: 

•  Assess  and  research  the  health  of  the  community 

•  Develop  and  enforce  health  policy 

•  Prevent  disease  and  injury 

•  Educate  the  public  and  train  health  care  providers 

•  Provide  quality,  comprehensive,  culturally-proficient  health  services 

•  Ensure  equal  access  to  all. 


Visit  the  San  Francisco  Department  of  Public  Health  at  www.dph.sf.ca.us 
San  Francisco  Department  of  Public  Health 
Phone)  4 1 5.  554.  2500 


From  the  front  cover: 

Photo  #1:  Gayle  Norman,  RN,  NP,  Mark  Hawk,  RN,  NP,  and  Amanda  Brill,  RN,  NP  observe  a  patient's  chart 
at  San  Francisco  General  Hospital's  Trauma  Program. 

Photo  #2:  Laguna  Honda  Hospital  volunteer  Isis  Rodriguez  instructs  LHH  patient  in  an  Art  with  Elders 
Class  at  LHH.  Art  With  Elders  is  a  program  of  San  Francisco  Ministry  to  Nursing  Homes. 

Photo  #3:   David  Nakanishi  (left)  talking  with  a  resident  of  the  Windsor  Hotel,  a  94  unit  building  located  at 
238  Eddy  Street,  providing  supportive  housing  to  formerly  homeless  people  through  the  Department's 
Housing  and  Urban  Health  Section  and  Tom  Waddell  Health  Center. 
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Message  From  the  Director 


Mitchell  H.Katz,  MD 
Director,  San  Francisco 
Department  of  Public  Health 


Mitchell  H.  Katz,  MD  at  a  San  Francisco  Medical  Society  meeting. 

Back  Row:  George  P.  Susens,  MD;  Mitchell  H.  Katz,  MD.   Front  Row:  Kathleen 

Unger,  MD;  Diana  Bonta,  RN,  DrPH;  Robert  J.  Lull,  MD 


I  am  pleased  to  present  the  Fiscal  Year  2000-200]  Annual  Report  for  the  City  and  County  of 
San  Francisco  Department  of  Public  Health.  The  report  summarizes  some  of  the 
Department's  major  accomplishments  during  this  fiscal  year. 

During  the  past  year,  the  Department  began  implementation  of  its  strategic  planning  initia- 
tive, increased  community-based  services  as  an  alternative  to  hospital  care,  and  participat- 
ed in  the  City  and  County's  efforts  to  expand  aeeess  to  health  insurance. 


The  Strategic  Plan  is  designed  to  help  the  Department  better  fulfill  its  mission  to  protect  and  pro- 
mote the  health  of  all  San  Franciscans.  We  undertook  this  strategic  planning  initiative  in  an  effort 
to  ensure  that  the  services  and  programs  that  the  Department  provides  are  continually  relevant 


to  the  health  needs  anil  concerns  of  the  community.  Because  the  Department  strongly  believes  in 
participatory  leadership,  our  strategic  plan  was  developed  with  extensive  input  from  Department 


statY  and  our  community  partners,  including  service  providers,  consumers,  health  advocates  and 
the  public.  The  Strategic  Plan  will  guide  the  Department's  work  over  the  next  three  years. 


One  of  the  key  recommendations  contained  in  the  strategic  plan  is  to  better  integrate  phys- 
ical health,  prevention,  behavioral  health,  housing  and  social  services,  in  order  to  ensure  that 
services  are  community-  and  consumer-focused.  To  accomplish  this  goal  we  implemented  a 
strategic  reorganization  within  the  Department  to  bring  these  critical  services  together  in  one 
division.  The  new  Department  organization  joins  mental  health,  substance  abuse,  housing 
and  maternal  and  child  health  services  in  one  division  with  primary  care,  called  Community 
Programs.  Our  new  organization  will  improve  access  to  and  coordination  ot  care  for  patients 
who  use  multiple  services.  By  placing  the  Department's  prevention  programs  under  common 
leadership  with  Community  Programs  we  will  also  enhance  integration  of  prevention  and 
education  messages  in  service  delivery  settings. 

For  the  last  several  years,  the  Department  has  struggled  with  large  financial  deficits  in  our  sen- 
ice  delivery  areas.  The  reasons  are  decreased  reimbursements  from  federal  sources  due  to  the 
Balanced  Budget  Act.  increases  in  the  costs  of  providing  state-of-the-art  eare  due  to  the  avail- 
ability of  new  medications  and  procedures  as  well  as  inflation  in  the  costs  of  long-standing  med- 
ications and  services,  and  increased  demand  for  our  services.  To  cope  with  these  pressures,  the 
Department  has  launched  several  initiatives  designed  to  decrease  the  use  of  hospital-based 
services  by  substituting  more  cost-effective  and  less  restrictive  community-based  services. 

At  the  center  of  our  efforts  to  promote  community-based  care,  the  Department's  <  Jffice  of 
Housing  and  Urban  Health  (HUH)  has  used  creative  approaches  to  expanding  housing  options 
as  an  alternative  to  institutional  care.  They  have  master  leased  rooms  in  single  room  occu- 
pancy hotels  (SROs),  rented  blocks  of  rooms  in  larger  buildings,  implemented  a  short-term 
stabilization  housing  project,  and  opened  targeted  programs  for  underserved  populations.  In 
fiscal  year  2000-01,  HUH  developed  1(>()  new  residential  units  and  currently  contracts  for 
1,120  housing  slots.  During  the  year,  HUH  opened  the  Ark  House,  a  transitional  housing 
facility  for  homeless  lesbian,  gay,  bisexual,  transgender,  queer  and  questioning  young  adults, 
it  master  leased  the  91-unit  SRO,  the  I.eXain  Hotel,  for  homeless  seniors,  and  it  developed 
Autumn  Glow,  a  15-bed  residential  care  facility  for  elderly  people  with  Alzheimer's  and  other 
forms  of  dementia.  Among  the  work  in  progress  is  Broderick  Street,  a  34-bed  residential  care 
facility  that  will  provide  long  term  eare  for  clients  who  have  been  difficult  to  place  due  to 


medical  complications  and/or  behavior  issues  and  105  additional  supportive  housing  units. 

Community  Mental  Health  Services,  working  closely  with  the  Mental  Health  Advisory  Board, 
has  been  particularly  successful  in  expanding  community-based  options  for  care,  including 
the  opening  of  the  12-bed  acute  diversion  unit.  <  >ur  Substance  Treatment  division,  working 
collaboratively  with  the  Treatment  on  Demand  Planning  Council,  has  expanded  treatment 
opportunities  for  by  opening  124  new  treatment  slots  in  the  past  year. 

I  am  fortunate  to  be  a  local  health  director  in  a  city  that  so  strongly  supports  public  health 
and  health  care  services.  San  Francisco  has  been  a  leader  in  efforts  to  expand  access  to 
health  care  coverage  for  its  uninsured  residents  and  workers  and  1  am  proud  that  the 
Department  has  played  a  role  in  these  expansions.  Pursuant  to  Proposition  ,1,  which  was 
passed  by  the  voters  in  November  1998  and  directs  the  City  to  assist  the  uninsured  in  obtain- 
ing affordable  healthcare  coverage,  the  Mayor  and  the  Board  of  Supervisors  passed  two  sig- 
nificant initiatives  in  fiscal  year  2000-01  that  bring  the  City  closer  to  achieving  the  goal  of 
universal  healthcare.  In  May  2001,  the  City  passed  the  Health  Care  Accountability 
( (rdinance,  which  requires  the  City's  contractors  and  lessees  to  offer  health  insurance  cov- 
erage to  their  employees.  It  is  anticipated  that  this  ordinance  will  make  health  care  coverage 
available  to  more  than  1(>, 000  San  Francisco  workers.  In  June  2001,  the  City  funded  the 
Children's  Health  Initiative,  which,  beginning  January  1,  2002,  will  provide  health  insurance 
for  the  City's  uninsured  children.  We  estimate  that  5,000  San  Francisco  children  will  be  eli- 
gible for  the  program,  which  we  are  calling  Healthy  Kids. 

None  of  the  Department's  initiatives  could  have  been  achieved  without  the  strength  and  com- 
mitment of  the  Department's  staff.  <  )ur  ability  to  meet  the  health  needs  of  our  community  is 
dependent  upon  the  caliber  of  our  staff.  I  am  proud  and  appreciative  of  their  expertise,  their 
dedication,  and  their  spirit. 

My  continued  gratitude  to  the  Mayor,  the  Board  of  Supervisors,  and  the  San  Francisco  Health 
Commission  for  their  leadership,  their  support  and  their  commitment  to  health.  They  have 
led  San  Francisco  through  significant  expansions  and  innovations  in  health  care  and  health 
care  access.  I  look  forward  to  our  continued  work  together  to  improve  the  health  status  of  all 
San  Franciscans. 


/ptdvluM   ffi%>  <** 


The  Health  Commission 


Seated  from  left:  Harrison  Parker,  Sr.,  DDS; 
Roma  P.  Guy,  MSW,  President;  Edward  W.  Chow, 
MD.Vice  President.  Standing  from  left:  John  I. 
Umekubo,  MD;Arthur  M.Jackson;  Lee  Ann 
Monfredini;  David  Sanchez,  Jr.,  PhD. 


The  Health  Commission  hearing  from  the  community  in 
Bayview-Hunters  Point. 


As  the  governing  and  policy-making  body  of  the  Department  of  Public  Health,  the  San 
Francisco  Health  Commission  is  mandated  by  City  and  County  Charter  to  manage  and  con- 
trol the  City  and  County  hospitals,  to  monitor  and  regulate  emergency  medical  sen  ices,  and 
all  matters  pertaining  to  the  preservation,  promotion  and  protection  of  the  lives,  health  and 
mental  health  of  San  Francisco  residents.  The  Mayor  of  San  Francisco  appoints  Health 
Commissioners  to  four-year  terms.  Listed  on  the  next  page  are  the  City's  Health 
Commissioners  and  the  committees  on  which  thev  scr\c 


Roma  P.  Guv.  MSW,  President 

•  Member,  Joint  Conference  Committee  for  Community  Health  Network. 

•  Commissioner  Guy  is  the  Director  of  the  Bay  Area  Homelessness  Program  and  Lecturer 
in  the  Department  of  Health  Education  at  San  Francisco  State  University. 


Ldward  A.  Chow,  ML).  Vice-President 

•  Member,  Joint  Conference  Committee  for  Community  Health  Network 


•  Member,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

•  Commissioner  Chow  is  a  practicing  internist  and  is  the  Medical  Director  of  the  Chinese 
Community  Health  Plan. 

Arthur  M.  Jackson 

•  Member,  Joint  Conference  Committee  for  Laguna  Honda  Hospital 

•  Member,  Budget  Committee 

•  Commissioner  Jackson  has  been  providing  San  Franciscans  with  jobs  for  over  30  years 
through  Jackson  Personnel  Agency. 

Lee  Ann  Monfredini 

•  Member,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

•  Member,  Budget  Committee 

•  Commissioner  Monfredini  is  a  self-employed  public  relations  and  event  planning  consultant. 

Harrison  Parker.  Sr..  DDS 

•  Member,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

•  Member,  In  Home  Supportive  Services  Public  Authority 

•  Commissioner  Parker  has  been  a  practicing  dentist  in  the  Hayview -Hunters  Point 
Neighborhood  for  over  35  years. 

David  Sanchez,  Jr..  PhD 

•  Member,  Budget  Committee 

•  Member,  San  Francisco  Health  Authority 

•  Member,  San  Francisco  General  Hospital  Foundation 

•  Commissioner  Sanchez  is  Assistant  Vice  Chancellor  of  Academic  Affairs,  faculty  associ- 
ate for  Academic  and  Student  Outreach,  and  professor  in  the  Department  of  Family  and 
Community  Medicine  at  the  University  of  California,  San  Francisco. 

John  I.  Umekubo,  Mi) 

•  Member,  Joint  Conference  for  Laguna  Honda  Hospital 

•  Member,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

•  Commissioner  Umekubo  has  a  private  practice  in  Internal  Medicine  in  Japantown.  He  is 
the  Chief  of  Medical  Staff  of  St.  Mary's  Hospital  and  the  Medical  Director  of  the  San 
Francisco  Community  Convalescent  Hospital. 

Miehele  Olson.  Executive  Secretary 


Inside  the  department 


'/  am  writing  to  say  a  heartfelt  Thank  You  to  the  staff  at  San 
Francisco  General  Medical  Center  for  their  loving  care  of  my 
brother.  He  had  many  'guardian  angels'  watching  over  him  during 
his  illness  and  we  know  for  a  certainty  that  he  owes  his  life  to  the 
fact  that  San  Francisco  supports  such  an  excellent  public  health 
system.  We  believe  he  would  have  died  if  not  for  the  excellent 
system  and  its  excellent  providers:  physicians,  nurses,  social 
workers,  chaplains  and  volunteers." 

-  A  San  Francisco  General  patient's  family  member. 


Our  Organization 


Health  Commission 


Director  of  Health 
Mitchell  H.  Katz,  MD 


Chief  Financial 
Officer/Contracts/MIS 

Momque  Zmuda 


Hospital  Systems.  CHN 
Anthony  Wagner 


LHH 
Larry  funk 


Office  of  Managed 

Care 

Lawrence  Fong 


Quality 
Management 
Hiro  Tokubo 


Affirmative  Action/EEO 
Norm  Nickens 


CHN- 


San  Francisco  General 
Hospital.  CHN 
Gene  O'Connell 


CHN  Pharmacy 
Sharon  Kotabe 


Facilities 
Management 
John  Kanaley 


Health  at  Home 
Kathy  Eng 


External  Affairs 
Anne  Kronenberg 


jail  Health 
loe  Goldenson,  MD 


Policy  8  Planning 
Colleen  Johnson 
(Acting  Director) 


Community  Health 
Programs.  CHN 
Barbara  Garcia 


Homing  S   Urban 

Health 

Marc  Irotz 


MCH 

Mildred  Crear 


Mental  Health 
lo  Ruffin 


Primary  Health 
Patricia  Perez-Arce 


Substance  Abuse 

Jim  Stillwell 
(Acting  Director) 


Compliance 
Diane  Keefer 


Community  Health 
Promotion  &  Prevention 
Larry  Meredith,  PhD 


Human  Resources 
Ed  Gazzano 


PHP- 


AIDS  Office 
James  Loyce.  Ji 


Community  Health  i 
Safety  Services 


Community  Health 
Epidemiology 
lomas  Aragon 

Public  Health 

Laboratory 

Sally  Liska,  Dr  PH 

Environmental 
Health  &  OSH 
Rjiiv  Bhatia,  MD 

STD  Prevention  & 

Control 
Jeff  Klausner,  MD 

Emergency  Medical 

Services 
John  Brown.  MD 

TB  Control 

Masae  Kawamura, 

MD 

Our  Service  Sites 


Environmental  Health/ 

Emergency  MeditalSeivice^/ 

Wedge  Program/ 

Tobacco  Control 


Chinatown  Public 

Health  Center/ 

Newcomers  Program 


Chinatown/North  Beach 
Mental  Health  Services 


Cole  Stieel  Youth  Clinic 


'  Lyon-Martin 

Women's  Health  Services 


Ocean-ParkHealth  Cenlet 
Sunset  Mental  Health  Services 
Castro  ♦  Mission  Health  (enter 


Eaguna  Honda  Hospital 
&  Rehabilitation  Center 


'  Native  American  Health  Center 


Balboa  Teen  Health  Center 

Health  At  Home 


'  North  of  Market  Senior  Services 

Health  Off  icer/Heallh  Piomolion  and  Education/ 

Public  Health  Lab/Vital  Statistics/Tom  Woddell  Health  Center/ 

Women 's  Health/lmmuniiation/Housing 

Jail  Health  Services 
South  of  Market  Health  Center 
Moletnal  Child  Adolescent  Services 
Sooth  of  Market  Menial  Health  Services 
STD  Control 

Mission  Mental  Health  Services 
'  Mission  Neighborhood  Health  Center 
San  Francisco  General  Hospital 

Potrero  Hill  Health  Center 


Southeast  Health  Center 


OMI  Family  Center 


Special  Programs  for  Youth 


* 

SFO  Medical  Service 
S.F  International  Airport 
International  Terminal 


::  Affiliated  Providers 

plus: 

•  102  contracted  mental  health  services  sites 

•  120  contracted  substance  abuse  service  sites 

•  69  contracted  IIIY  service  sites 

•  other  contracted  service  sites  -  e.g.  Bayview  Hunters  Point  Health  and  Environmental 
Resource  Center 


Our  Workforce 


The  Department  Workforce  by  Racc/Ktlinicity 


Kacc/Ethiiicity         #  of  Employees     Percentage 

Caucasian                  1,692 

28% 

Filipino 

1,603 

26% 

Asian 

1,113 

1 8% 

African  American 

887 

14",, 

Hispanic 

826 

13% 

American  Indian 

10 

<1"„ 

The  Department  Workforce  by  Gender 


Gender 

#  of  Employees 

Percentage 

Female 

4.14(1 

68% 

Male 

1,99] 

3""',, 

With  over  (>,()(>()  employees,  the  Department  of 
Public  Health  (the  Department)  is  the  largest 
department  within  San  Francisco  City  govern- 
ment. The  Department's  employees  reflect  great 
diversity  and  an  array  of  experience  and  expertise. 
( )n  any  given  day  staff,  volunteers  and  providers  at 
the  Department  may  deliver  a  baby  at  the  San 
Francisco  General  Hospital,  provide  a  birth  certifi- 
cate to  a  City  resident,  provide  clean  needles  to  a 
drug  user,  or  teach  an  elderly  resident  at  Laguna 
Honda  Hospital  to  paint.  The  men  and  women  that 
make  up  the  Department's  workforce  represent  a 
range  of  diverse  cultures  and  backgrounds. 


Members  of  the  Department's  security  team.  From  left:  Lt.  Gary 
Kong,  Elias  Santiago,  George  Gong  and  William  Kelly. 


10 


Inherent  in  the  Department's  mission  is  the  provision  of  quality, 
comprehensive,  culturally-proficient  health  services  to  ensure 
equal  access  t<>  all.  Linguistic  competency  is  one  significant 
component  <>f  cultural  competency  and  the  Department 
employs  main'  bilingual  employees.  Employees  that  speak  a 
language  other  than  English  as  a  requirement  of  the  positions 
they  hold  are  given  a  language  proficiency  examination  by  the 
Department's  Office  of  Equal  Employment  Opportunity  and 
Cultural  Competency.  Currently,  540  staff  members  speaking 
12  languages  have  been  certified  by  the  Office  of  Equal 
Employment  Opportunity  and  Cultural  Competency.  However, 
there  are  many  more  bilingual  Department  employees  in  addi- 
tion to  those  who  are  certified. 


Language             #  of  Employees 

Burmese                1 

Cambodian           4 

Chinese                 192 

Danish                   1 

Italian 

Korean 

Laotian 

Russian 

Samoan 

Spanish 

286 

Tagalog 

28 

Vietnamese           14 

Ruth  Wang,  RN  filing  papers  at 
Ocean  Park  Health  Center 


Employee  Awards  and  Recognition 


Heroes  in  1'nlilii-  Health  Awards 

In  fiscal  year  2000-01,  the  Department  received  the  University  of  California's  Heroes  in 
Public  Health  award.  The  award  honored  the  past  four  Directors  of  Health,  as  well  as  the  cur- 
rent Director,  in  recognition  of  the  Department's  commitment  against  the  spread  of 
HIV/AIDS 


Public  Health  Heroes  Award.  From  left:  Mitchell  H 
Katz,  MD;  Raymond  Baxter,  MD;  David  Werdeger, 
MD;  Rep.  Nancy  Pelosi;  Mervyn  F.  Silverman,  MD; 
and  Sandra  R.  Hernandez,  MD. 


MIS  team  with  Employee  Recognition  Award  -  July  2000 


Ileal i h  Commission  Employee  Recognition  Awards 

The  work  ami  commitment  of  the  Department's  staff  make  possible  the  many  accomplish- 
ments achieved  throughout  the  year.  On  a  monthly  basis,  the  San  Francisco  Health 
Commission  recognizes  start  who  demonstrate  outstanding  job  performance  and  deserve  spe- 
eial  recognition  for  the  work  they  perform  on  behalf  of  clients  or  the  public.  In  fiscal  year 
2000-01,  s7  employees  received  Employee  Recognition  Awards. 
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Employee  Recognition  Awards,  FY  OO-OI 

July  2000:   Penny  Mitchell,  LCSW,  Social  Services,  SFGH/CHN;  MIS  Team  lor  V2K  Compliance 

August  2000:  Jeff  Klausner,  Ml).  MI'll.  Director  of  the  STD  Services  Program,  Population  Health  and 
Prevention;  Herminia  Palacio,  Ml).  MI'll.  Special  Advisor  to  the  Director  of  Health,  Central 
Administration. 

September  2000:   Jean  Cruz-Holdaway,    Health  Worker  II,  Tom  Waddell  Health  Center.  CHN 

October  2000:  Cathy  Hayadashi,  Judy  Larviere,  Suzanne  Daly,  and  Helen  II.  Tong,  of  Population  Health 
and  Prevention 


November  2000:  Joel  Martinez,  Environmental  Health  Technician.  Environmental  Health-Solid  Waste 
Program 

December  2000/Januan  2001:  Stephanie  Feldman,  Physical  Therapist,  Rehabilitation  Department  , 
SFGH;  Evita  Mullins.  Nurse  Manager,  Primary  Care,  <  JIN.  Joseph  Pendon,  Nursing,  SFGH 

February  2001:  Joe  Walseth,  Children's  Environmental  Health.  Population  Health  and  Prevention.  Dr. 
Doug  Price,  Jay  Sheffield,  MSW,  Chad  Coolidge,  I.W.  Sierra  Anderson.  HW  III.  Dr.  Donna  Douglass  Griffith, 

Dr.  Rod  Weaver,  Adam  Lima.  H\V  III.  Patricia  Birmingham,  UN.  MS.  Tom  Waddell  Health  Clinic.  CHN 

.March  2001:  Dora  Chang,  Jackie  Clark.  RN.  Forensic  Health  Services,  CHN;  Kathryn  Eng,  Director. 
Health  at  Home.  CHN;  Population  Health  and  Prevention  Human  Resources  Team  and  Population  Health 
and  Prevention  MIS  Team;  CHN-SFGH  Patient  Financial  Services  Team 

April  2001:  Michele  Friedman,  RN.  MSC,  Read  Nurse.  Population  Health  and  Prevention-Community 
Mental  Health  Services;  Gemma  Deocampo,  Business  Analyst,  Central  Administration  Information 
Technology;  Thomas  O'Conner,  Manager.  Systems  Group,  Population  Health  and  Prevention;  Christopher 
Kim.  Engineering  Group,  Population  Health  and  Prevention 

May  2001:  Mela  Yee.  Pharmacy  Technician.  Community  Health  Services;  Ning  Aguirre.  Blanca  Canjura. 
Frances  Culp.  Bill  Haskell,  Colleen  Johnson.  Joanne  Kimata.  James  Sous.  Kmeline  Xapanta.  Policy  and 
Planning.  (  Central  Administration 

June  2001:  Marc  Trot/.  Margot  Antonetty,  Daisy  Leyva,  Housing  and  Urban  Health.  Population  Health 
and  Prevention.  Renee  Cibulka.  Bobbie  Karsey.  Aria  Kscontrias.  Linda  Henson,  Kitty  Mali.  Gloria 
Rodriguez,  Ann  Stangby,  Community  Health  Network-San  Francisco  General  Hospital.  Emergency  and 

Trauma  Services 


Congratulations  go  to  these  Department 
awardees  for  their  hard  work,  expertise, 
and  dedication.  In  addition,  we  recognize 
the  effort  and  commitment  of  all  of  the 
Department's  employees  who  work  in 
countless  ways  to  help  make  San 
Francisco  a  healthier  community. 


Our  Volunteers 

Volunteers  to  San  Francisco  General  Hospital 

The  mission  of  the  Volunteers  to  San  Francisco  General  Hospital  is  to  provide  support  to  the 
patients  and  staff  of  the  hospital.  To  that  end,  in  fiscal  year  2000-01,  658  volunteers  donat- 
ed 04,2s."*  hours  in  56  different  hospital  departments.  In  addition,  the  Volunteers  to  San 
Francisco  General  Hospital  delivered  more  than  10.000  pieces  of  clothing  and  more  than 
6,000  magazines  and  books  to  patients,  provided  financial  grants  for  a  variety  of  projects,  and 
supplied  emergency  food,  travel  expenses,  and  other  miscellaneous  items  through  the  Patient 
Emergency  Support  Fund.  In  December  2000,  the  Volunteers  hosted  the  Annual  Children's 
Holiday  Party,  which  was  attended  by  more  than  600  children  and  family  members  from  the 
hospital's  Pediatric  Clinic. 
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Laguna  Honda  Hospital  Volunteers 

At  Laguna  Honda  Hospital  and  Rehabilitation  ( lenter,  the  emotional  health  of  patients  is  sup- 
ported by  more  than  400  volunteers  who  each  year  generously  donate  over  80,000  hours  of 
their  time  to  assist  staff  and  residents  in  creating  a  cheerful  and  loving  environment. 
Volunteers  share  a  variety  of  experiences  with  Laguna  Honda  residents;  they  briiiL;  animals 
to  visit,  sing  and  play  games  with  residents,  and  coordinate  Laguna  Honda's  annual  holiday 
show.  During  fiscal  year  2000-01,  the  Laguna  Honda  Volunteers  also  launched  the  End  of  Life 
Companion  Volunteer  Program  to  provide  end  of  life  support  for  residents  Each  volunteer  in 
this  program  received  specialized  training,  committed  to  a  weekly  schedule,  and  enrolled  in 
an  ongoing  support  group.  Eight  volunteers  joined  the  program  in  its  first  year. 


A  bingo  game  at  Laguna  Honda  Hospital  and 
Rehabilitation  Center,  with  volunteer  Peggy  Peck. 


We  would  like  to  take  this  opportunity  to  thank  the 
many  volunteers  that  have  so  selflessly  given  of  their 
time  in  support  of  the  Department's  patients,  providers 
and  staff.  Their  presence  is  crucial  in  the  overall 
healing  of  our  patients. 


What  do  you  like  best  about 
working  for  San  Francisco 
Department  of  Public  Health? 


"I've  been  in  nursing  for  26  years.  The  people  I 
work  with  keep  me  here.  I'm  a  true  believer  in 
team-work.  It's  like  a  family." 

-  Isabel  McCoy,  RN.SFGH  Unit  5A 

"Working  for  DPH  enables  me  to  know  and  under- 
stand the  need  of  the  public  with  regard  to  health 
issues  firsthand.  Everyone  /  work  with  treats  me  as 
part  of  a  team,  a  trusted  friend,  and  an  extended 
family  member." 

-  Christia  Mea,  Secretary,  Human  Resources 

"/  was  an  accountant.  I  love  nursing.  I  feel  I've  been 
helpful  in  assisting  Asian  people  on  my  unit." 

-  Monica  He,  RN,  Mental  Health  Rehabilitation  Facility 


"Being  able  to  work  with  knowledgeable,  high  level 
professionals  enables  me  to  grow." 

-Willie  Crawford,  General  Services  Manager,  Central 
Office/  Primary  Care  Clinics. 


'The  main  reason  I  like  working  here  is  that  there  is 
such  a  wide  range  of  issues  and  programs.  Nothing  is 
ever  boring. 

-  Fred  Miligan,  Assistant  Director  of  Homeless 
Programs/  Tom  Waddell  Health  Center 


Our  Community  Advisory  Boards 

The  Department's  Community  Advisory  Boards  pro- 
vide opportunities  for  San  Franciscans  to  be  involved 
in  the  decision  making  process  for  health  services  in 
their  neighborhoods.  The  Department  has  12  pri- 
mary eare  community  advisory  hoards  and  over  50 
community  advisory  boards.  Membership  includes 
program  clients,  clinic  patients,  neighbors,  business 
leaders,  and  community  agency  representatives.  The 
advisory  hoards  provide  feedback  to  the 
Department's  clinics  and  programs  on  how  to  best 
serve  the  needs  of  patients  in  their  communities. 


Primary  Care  Community  Advisory  Hoards 


( lastro-Mission  Health  ( lenter  ( lommunity  Advisory  B< 

( Ihinatown  Public  IIe;ddi  ( lenter  <  lommunity  Advisory  B 

Citywide  Community  Advisory  Board 

Dimensions  Collaborative  Board 

Maxine  Hall  Health  (lenter  Community  Advisory  B< 

North  of  Market  Senior  Services  ( loverning  Board 

Direetors 

( leean  Avenue  Health  ( lenter  ( lommunity  Advisory  B< 

I'otrero  Hill  Health  Center  Community  Advisory  B< 

Silver  Avenue  Family  Health  <  lenter  ( lommunity 

Advisory  Board 

Speeial  Programs  for  Youth  (lommunity  Advisory  Be 

Southeast  Health  Center  Community  Advisory  Bos 

Tom  Waddell  Health  Center  Community  Advisory  B< 
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Community  Advisory  Boards 

•  Adult  Sexual  Assault  Services  Planning  Group 

•  Airport  Noise  <  lommittee 

•  Bayview  Hunters  Point  Health  and 
Environmental  Task  Force 

•  Black  Infant  Health  Task  Force 

•  Breast  Cancer  Town  Hall  Advisory  Group 

•  Bringing  Up  Healthy  Kids  Coalition 

•  CalWORKS  Behavioral  Health  and  Domestic 
Violence  ( lommittee 

•  ( '.hildren's  Mental  Health  Systems  oft  lare  ( louncil 

•  City-Wide  Alcohol  Advisory  Board 

•  Commission  on  Animal  Control  and  Welfare 

•  Community  and  Home  Injury  Prevention 
Project  for  Seniors  Community  Council 

•  City-Wide  Influenza  Coalition 

•  Detuned  ELISA  Community  Advisory  Board 

•  Drug  Abuse  Advisory  Board 

•  Emergency  Medical  Services  (FMS)  Clinical 
Advisory  Committee 

•  EMS  Emergency  Response  Committee 

•  EMS  Field  Provider  Committee 

•  EMS  Receiving  Hospital  Liaison  Committee 

•  FMS  Research  Committee 

•  EMS  Traffic  Safety  Coalition 

•  Hazardous  Materials  Advisory  Committee 

•  HIV  Health  Services  Planning  Council  -  Ryan 
White  CARE  Council 

•  HIV  Post-Exposure  <  lommunity  Advisory  Board 

•  HIV  Prevention  Messages/Circuit  Party  Study 
Community  Advisory  Board 

•  HIV  Prevention  Planning  Council 

•  IIIY  Prevention  and  Vaccine  Trials 
Community  Advisory  Board 

•  l.aguna  Honda  Hospital  Replacement  Planning 
( lommittee 


•  Lead  Hazard  Reduction  Citizen's  Advisory 
( lommittee 

•  Bead  Poisoning  Prevention  Citizen's  Advisory 
( lommittee 

•  Mental  Health  Board 

•  Mental  Health  (lommittee  for  Culturally 
Competent  Systems  of  Care 

•  Mental  Health  Provider  Network 

•  Mental  Health  Quality  Policy  Council 

•  Newcomers  Health  Program  Advisory  Council 

•  Perinatal  Substance  Abuse  ( loordinating  <  louncil 

•  Prevention  for  III X"  Positives  Community 
Advisory  Board 

•  Rave/Club  Drug  Task  Force 

•  San  Francisco  Breastfeeding  Promotion  <  loalition 

•  San  Francisco  Immunization  Coalition 

•  San  Francisco  Pedestrian  Safety  Task  Force 

•  San  Francisco  Substance  Abuse 
Practice/Research  ( lollaborative 

•  San  Francisco  Tobacco  Free  Coalition 

•  San  Francisco  Tuberculosis  Advisory  Task  force 

•  San  Francisco  Violence  Prevention  Network 

•  San  Francisco  Maternal,  Child,  and 
Adolescent  Health  Advisory  Board 

•  Sexually  Transmitted  Disease  (STD) 
Prevention  Community  Action  Coalition 

•  STD  Program  Advisory  Committee 

•  STD  Youth  Community  Action 
( loalition/Advisory  Committee 

•  Substance  Abuse  Treatment  on  Demand 
Planning  Council  and  subcommittees 

•  Transgender  Youth  Advisory  Committee 

•  Video  Display  Terminal  Advisory  Committee 

•  Women  and  Cirls  '  Health  Advisory  Committee 

•  Youth  Substance  Abuse  Providers  Group 
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Our  Contractors 


The  Department  relies  heavily  on  our  community  partners  to  provide  the  quality  health  serv- 
ices San  Franciscans  need.  The  established  and  trusted  community-based  agencies  with 
whom  we  partner  enable  the  Department  to  otter  a  wider  array  of  programs  and  services  than 
it  would  be  able  to  provide  on  its  own.  The  Department's  contracted  services  reflect  the 
unique  capabilities  of  community-based  agencies  and  their  commitment  to  respond  to  the 
diverse  and  dynamic  health  needs  of  the  City's  residents.  In  fiscal  year  2000-01,  the 
Department  contracted  witli  community-based  agencies  to  provide  a  total  of  S170  million  in 
health  services. 


Aguilas,  Inc. 

AIDS  Emergency  Fund 

AIOS  Legal  Referral  Panel  of  the  San  Francisco  Baj  Area 

American  ( lollege  <>i  Traditional  ( Ihinese  Medicine 

Alameda  Count;,  Health  Care  Service  Agency 

American  Lung  Association  of  San  Francisco 

Ark  of  Refuge,  Inc 

Asian  American  Recovery  Services.  Inc. 

Baker  Places,  Inc. 

Bay  Area  Legal  Aid 

Bay  Arc. i  Young  Positives,  Inc. 

Bayview  Hunter's  Point  Adult  Hay  Health  ( lenter 

Bayview  Hunter's  Point  Foundation  for  Community 

Improvement 

Black  Coalition  on  AIDS 

Booker  T  Washington  <  lommunity  Services  <  lenter 

CVE  Inc. 

CADUCEUS<  (utreach  Services 

CAHEED  Inc. 

California  AIDS  Intervention  Training  Center 

I  lalifornia   (  tollege  of  Podiatric  Medicine 

I  lalifornia  Pacific  Medical  Center 

Catholic  Charities  of  San  Francisco 

i  lenter  for  Human  Development 

Center  on  Juvenile  and  Criminal  Justice 

t  lenterforee,  Inc. 

Central  American  Resource  Center 


Central  City  Hospitality  House 

( Ihcinica]  Awareness  and  Treatment  Services,  Inc. 

( Children's  i  louncil  of  San  Francisco 

( Ihinese  Hospital 

Community  Dental  Care.  Inc. 

( lommunity  Youth  Center  San  Francisco 

Conard  House,  Inc. 

Continuum  HIV  Day  Services 

County  nt  Marin  AIDS  I  Iffice 

Dolores  Street  Community  Center 

Edgewood  (lenter  for  Children  and  Families 

Episcopal  i  lommunity  Services  of  San  Francisco 

Family  Service  Agency  of  San  Francisco 

Family  Support  Services  of  the  Bay  Area 

Filipino  Task  Force  on  AIDS 

For  A  Child's  Heart.  Inc. 

Friendship  House  Association  of  American  Indians,  Inc. 

elide  Foundation 

Haight  Ashbury  Free  Clinic,  Inc 

Harm  Reduction  Coalition 

Health  Initiatives  for  Youth 

Homeless  ( Ihildren's  Network 

Homeless  Prenatal  Program 

Horizons  Unlimited  of  San  Francisco 

Hucklebern  Youth  Programs,  Inc 

Immune  Enhancement  Project 

Industrial  Emergency  (louncil 
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•  Instituto  Familiar  de  LA  RAZA 

■  •  International  Institute  of  San  Francisco 

•  IRIS  ( lenter:  Women's  t  lounseling  and  Recovery  Services 

•  Japanese  <  lommunity  Voutli  Council 

•  Jelani  Mouse 

•  Jewish  Family  and  Children's  Services 

•  Larkin  Street  Voutli  Center 

•  Latino  Commission 

•  Lavender  Voutli  Recreation  and  Info.  <  lenter 

•  Legal  Services  For  Children 

•  Lutheran  Social  Sen  ices  of  Northern  <  lalifomia 

•  Lyon-Martin  Women's  Health  Services 

•  MSC  Psychiatric  Services  Corporation 

•  Maitri  AIDS  Hospice 

•  Men  <  Ivercoming  Violence 

•  Mission  Council  on  Alcohol  Abuse/Spanish 

•  Mission  Neighborhood  Health  Center 

•  Mobilization  Against  AIDS  International 

•  MORRISANIA  West 

•  Mt.  St  Joseph-St.  Elizabeth 

•  National  Council  on  Alcoholism 

•  New  Leaf  Services  for  <  )ur  Community 

•  NICOS  Chinese  Health  Coalition 

•  North  East  Medical  Sen  ices 

•  North  of  Market  Senior  Sen  ices 

•  OHLOFF  Recovery  Programs 

•  Positive  Directions  Equals  Change,  Inc. 

•  Positive  Resource  Center 

•  Potrero  Hill  Neighborhood  House 

•  Project  ( (pen  Hand 

•  Public  Health  Institute 

•  (Juan  Yin  Healing  Arts  Center 

•  Regents  of  the  University  of  California 

•  Richmond  Area  Multi-Services,  Inc. 

•  Rose  Resnick  Lighthouse  lor  the  Blind  and  Visually 
Impaired 

•  SF  Bar  Association  Volunteer  Legal  Services 

•  Saint  Francis  Memorial  Hospital 

•  San  Francisco  AIDS  Foundation 

•  San  Francisco  Community  Clinic  Consortium 


•  San  Francisco  Drug  Abuse  Advisor)  Foard 

•  San  Francisco  I  ood  Bank 

•  San  Francisco  Hearing  and  Speech  Center 

•  San  Francisco  League  of  Urban  <  iardeners 

•  San  Francisco  Medical  Society 

•  San  Francisco  Mental  Health  Education  Funds 

•  San  Francisco  Ministry  to  Nursing  Homes 

•  San  Francisco  Network  Ministries  Housing 
( lorporation 

•  San  Francisco  Pretrial  Diversion  Project 

•  San  Francisco  Psychoanalytic  Institute  .\  Societ) 

•  San  Francisco  State  University 

•  San  Francisco  Study  ( lenter 

•  San  Francisco  Suicide  Prevention 

•  San  Francisco  Unified  School  District 

•  SENE(  :.\  Center 

•  SI1ANTI  Project 

•  San  Mateo  ( lounty 

•  South  of  Market  Health  Center 

•  St.  John's  Educational  Thresholds  Center 

•  St.  Luke's  Health  Care  Center 

•  St.  Luke's  Hospital 

•  St.  Vincent  De  Paul  Societ)  of  San  Francisco 

•  STOP  AIDS  Project 

•  Support  For  Families  oft  Ihildren  with  Disabilities 

•  Sue ird  to  Plowshares 

•  Tenderloin  AIDS  Resource  Center 

•  The  Language  Rank 

•  Tides  i  lenter 

•  University  of  California-Berkeley 

•  Universit)  of  the  Pacific  School  of  Dentistry 

•  Urban  Indian  Health  Hoard 

•  Volunteer  Center  of  San  Francisco 

•  Waldcn  House,  Inc. 

•  West  Bay  Pilipino  Multi-Service  Corporation 

•  West  Coast  Children's  Center 

•  Westside  Community  Mental  Health  Center 

•  Women  and  Children's  Family  Sen  ices 

•  YM<  '.A  of  Sau  Francisco 

•  Youth  Leadership  Institute 
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Inside  the  department 


Youth  addressing  the  Health  Commission  at  a  meeting  in 
Bayview-Hunters  Point. 


The  Department  serves  the  City's  residents  in  many  ways,  always  keeping  in  mind  the  var- 
ied needs  of  its  population.  Whether  it  is  the  one-time  visitor  to  the  Emergency  Room  at  San 
Francisco  General  Hospital,  or  the  family  who  receives  regular  medical  check-ups  at  the 
Family  Health  Center,  patients  access  client-focused  services  that  are  specifically  designed  to 
meet  the  needs  of  our  City's  diverse  communities. 
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Our  Patients 

The  Department  provides  an  array  of  services  to  meet  the  needs  of  all  San  Franciscans.  The  fol- 
lowing is  demographic  information  on  clients  who  access  some  of  our  direct  service  programs. 

The  Community  Health  Network 

The  Community  Health  Network  (GHN)  is  the  health  care  services  branch  of  the  Department 
and  includes  San  Francisco  General  Hospital  Medical  Center,  Laguna  Honda  Hospital  and 
Rehabilitation  Center,  and  all  primary  and  specialty  care  clinics  The  CHN  has  the  unique 
role  of  addressing  the  broad  health  needs  of  all  San  Franciscans,  with  a  special  emphasis  and 
commitment  to  serving  the  City's  most  vulnerable  populations.  The  following  three  graphs 
illustrate  the  demographics  of  the  patient  population  seen  at  the  (TIN  in  fiscal  year  2000-01. 

CHN  Patients  by  Age 

According  to  Census  2000,  patients  seen  at  the  CHN  are  similar  in  age  to  the  City's  overall 
population.  Consistent  with  Citywide  data,  the  largest  percentage  of  CHN  patients  is  between 
the  ages  of  25  and  44.  There  is  a  significant  difference,  however,  in  the  65  and  over  age  group, 
which  represents  seven  percent  of  the  CHN  patient  population  but  14  percent  of  the  City's 
overall  population. 
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Figure  1:  Community  Health  Network 
Patients  by  Age  Group 
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CHN  Patients  by  Race/Ethnicity 

Noteworthy  in  Figure  2  is  that  the  City's  Hispanic/Latino  and  African-American  residents  rely 
on  GHN  services  and  providers  much  more  than  do  Caucasian  or  Asian/Pacific  Islander  res- 
idents. While  each  group  constitutes  approximately  20  to  25  percent  of  CHN  patients, 
African-Americans  constitute  8  percent  of  the  ( lity's  residents  and  Hispanic/Latinos  comprise 
14  percent.  By  contrast,  Asian/Pacific  Islanders  and  Caucasians  represent  31  percent  and  44 
percent  of  all  San  Franciscans,  respectively. 
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Figure  2:  Community  Health  Network  Patients 
b\  Race/Ethnicitv 
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CHN  Patients  by  Neighborhood  «l"  Residence 

Although  the  CHN's  patients  live  throughout  the  City,  the  majority  reside  in  .1  few  San 
Francisco  neighborhoods,  many  <>l'  which  were  identified  as  target  neighborhoods  in  the 
Department's  Strategic  Plan.  CHN  patients  live  primarily  in  Bayview/Hunters  Point  ('•'4124). 
Inner  Mission/Bemal  Heights  (94110),  Outer  Mission  (94112),  South  of  Market  (94103), 
Tenderloin  ((>41()2)  and  Visitacion  Valley  (94134).  Combined,  5l>  percent  of  CHN  patients 
reside  in  one  of  these  neighborhoods. 


The  largest  number  of  CHN  patients  reside  in  the  Mission  and  Bernal  Heights  neighborhoods 
where  San  Francisco  General  Hospital  is  located.  With  the  exception  of  Chinatown,  each  of 
the  Department's  target  neighborhoods.  Bayview/Hunters  Point,  Mission/Potrero  Hill.  Outer 
Mission.  South  of  Market,  the  Tenderloin  and  Visitacion  Valley,  saw  increases  in  the  number 
of  patients  seen  in  (TIN  facilities.  Figure  3  shows  the  zip  codes  with  the  highest  concentra- 
tion of  CHN  patients. 


Figure  3:  Community  Health  Network  Patients  by  Residence 
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94102:  North  of  Market, 

Tenderloin 
94103:  South  of  Market 
94 1 10:  Inner  Mission,  Bernal 

Heights 
94112:  Outer  Mission 
94124:  Bayview  Hunters  Point 
94134:  Visitacion/1'  Sunnvdale 


941U  9-1 

Zip  Code 


4N4  Out-of-       Momclc!,      CXhcrSF 


<  ll\  Utilization  by  Homeless  Patients 

Ten  percent  of  CHN  patients  were  homeless  (defined  as  being  on  the  street)  at  the  time  of  at 
least  one  visit.  The  CHN  saw  four  percent  more  homeless  patients  in  fiscal  year  2000-01 
than  in  1999-2000.  Overall,  22  percent  of  acute  inpatient  days,  nine  percent  of  clinic  visits. 
and  17  percent  of  emergency  care  visits  are  by  homeless  patients.  Figure  4  shows  the  per- 
centage of  homeless  patients  utilizing  impatient  services,  emergency  sen  ices  and  outpatient 
services  since  fiscal  vear  96-97. 
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Figure  4:  Percentage  Homeless  Patients  Utilizing  CHN  Services 
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Fiscal  Year 


Services  Provided  by  the  Community  Health 
Network  in  2000-2001: 


Primary  <  lare  Visits 

331,895 

Specialty  ( lare  Visits: 

203,811 

Urgent  ( !are  Visits 

10,730 

Emergency  Visits: 

Medical: 

59,340 

%  of  Medical  Visits  Admitted: 

1 5% 

Psychiatric: 

5,950 

%  of  Psychiatric  Visits  Admitted 

33% 

Acute  Inpatient  Care  (Excluding  Newborns) 

Actual  Days: 

101,221 

Home  Health  Care  Visits: 

17,925 

Skilled  Nursing  ( lare: 

Aetna!  Days: 

San  Francisco  General  Hospital: 

8,560 

Mental  Health  Rehabilitation: 

50.012 

Laguna  Honda  Hospital: 

382,936 

CHN  Services 

In  fiscal  year  2000-20(11,  the  CHN  provided 
health  care  sen  ices  to  over  123,400  clients  - 
a  6%  increase  over  1999-2000. 
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Community  Mental  Health  Services 

Community  Mental  Health  Services  (CMHS)  began  providing  services  to  Medi-Cal  benefici- 
aries, uninsured  and  indigent  residents,  and  other  insured  individuals  three  and  a  half  years 
ago.  Though  the  State  and  federal  governments  provided  the  impetus  to  transition  Medi-Cal 
mental  health  services  to  a  managed  care  model,  San  Francisco  tailored  its  mental  health 
managed  care  plan  to  meet  local  needs  by  adding  the  uninsured  and  indigent  populations.  In 
fiscal  year  2000-01,  CMHS  provided  services  to  20,422  patients.  The  following  tables  show 
demographic  information  of  these  CMHS  patients. 


CMHS  Patients  by  Age 

Figures  5  shows  the  percentage  of  CMHS  patients  by  age.  In  comparison  to  the  City's  overall 
population,  the  age  groups  5-14  and  45-64  are  represented  in  greater  proportions  in  the  CMHS 
patient  population,  though  the  largest  percentage  of  patients  is  between  the  ages  of  25  and  44. 
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Figure  5:  Community  Mental  Health  Services 
Clients  by  Age  Group 
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■  CMHS  Clients 
DSF  Census  2000 


CMHS  Patients  by  Race/Ethnicity 

Figure  (>  shows  the  percentage  of  CMHS  patients  by  race/ethnicity.  The  percentage  of  CMHS 
patients  who  are  African-American  is  nearly  three  times  higher  than  the  percentage  of 
African-Americans  in  San  Francisco's  general  population.  Conversely,  but  consistent  with 
CHN  patient  demographics,  the  City's  Asian/Pacific  Islander  population  represents  31  per- 
cent of  the  City's  population  but  just  18  percent  of  the  ( IMHS  patient  population. 

1  Preliminary  data  for  FY  2000-2001 
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Figure  6:  Community  Mental  Health  Services  Clients 
by  Race /Ethnicity 
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C.MIIS  Patients  by  Neighborhood  <>l  Resilience 

(IMIIS  clients  are  generally  concentrated  in  the  same  neighborhoods  as  CHN  patients. 
Notable  is  the  fact  that  homeless  individuals  consist  of  22%  of  ( 'MILS  client  base  -  more  than 
twice  the  percentage  of  homeless  CHN  clients.  This  reflects  the  intensive  mental  health  sen- 
ice  needs  of  many  of  the  City's  homeless  residents. 


Figure  7:  Community  Mental  Health  Services 
Clients  by  Residence 


:,e^.-?^~^;  SRSMI  "~ '!^n 

Ipjn  I,  iii   iv^Bs&mm^s^s  f 

j  ppffijgffSiH*  tW  ?ai^ai^#   | 

|j— igg^"'  T^"J^iaBBffga1^^^     | 

fife  -  ii  pH  i  i 

II ^ i  s 

OK    ■■£:    i    1 

it  n  i  i  rn  i  i 

Zip  Code 


<>4 102:  North  of  Market, 
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94124:  Bayview  Hunters  Point 
94109:  Poik,  Russian  Hill 
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Community  Substance  Abuse  Services 

The  Community  Substance  Abuse  Services  (GSAS)  section  manages  the  Department's  sub- 
stance abuse  programs,  hi  fiscal  year  2000-2001,  the  program  provided  direct  treatment  for 
16,375  clients.  These  services  include  outpatient  services,  residential  and  residential  detox, 
methadone  maintenance  and  acute  24-hour  services.  Figures  8  through  1<>  show  the  demo- 
graphic makeup  of  these  clients.  Figure  8  illustrates  that  the  majority  of  CSAS  clients  (58.396) 
are  between  the  ayes  of  25  and  44  Understandably,  children  and  older  adults  are  represent- 
ed in  a  smaller  proportion  than  the  City's  overall  resilient  population  for  CSAS  programs. 
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Figure  8:  Community  Substance  Abuse  Services 
Clients  by  Age  Group 
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CSAS  Clients  by  Race/Ethnicity 

While  at  39  percent,  Caucasians  comprise  the  largest  portion  of  CSAS  clients.  African- 
Americans  are  represented  in  much  larger  proportions  among  CSAS  clients  than  in  the  City's 
overall  population.  African-Americans  represent  32  percent  of  CSAS  patients  -  four  times  the 
percentage  of  African-American  residents  in  San  Francisco.  On  the  other  hand,  nearly  the 
reverse  is  true  for  Asian/Pacific  Islander  Americans.  While  31  percent  of  City  residents  are 
Asian/Pacific  Islander,  they  comprise  only  6  percent  of  CSAS  clients. 
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Figure  9:  Community  Substance  Abuse  Services  Clients 
bv  Race/Etlinicitv 
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■  CS AS  Clients 
DSF  Census  2000 


CSAS  Clients  bv  Residence 

The  majority  of  CSAS  clients  are  homeless  (56%),  while  the  rest  reside  in  various  neighbor- 
hoods throughout  the  City  or  outside  of  San  Francisco.  Figure  10  shows  where  the  non- 
homeless  CSAS  clients  reside.  The  largest  proportion  of  CSAS  clients  resides  in  the  South  of 
Market,  Mission/Bernal  Heights  and  Haight  Ashbury  neighborhoods. 


Figure  10:  Community  Substance  Abuse  Services  Clients 
by  Residence  (non-homeless  clients) 
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San  Francisco  City  Clinic 

City  Clinic  is  ;i  specialty  clinic  which  has  been  providing  diagnosis  and  treatment  of  sexual- 
ly transmitted  diseases  (STD)  to  San  Francisco  since  1933.  The  Clinic  is  the  City's  only 
municipal  Sexually  Transmitted  Disease  (STD)  Clinic  and  provides  confidential,  low-cost. 
convenient  drop-in  STD  services  to  all  persons  over  12  years  of  age,  regardless  of  their  abil- 
ity to  pay.  In  fiscal  year  2000-01,  City  Clinic  provided  17,2(>J  services  to  10,374  individuals. 
Figures  1 1  through  13  illustrate  the  City  Clinic  patient  demographics  for  fiscal  year  2000-2001. 


City  Clinic  Patients  by  Age  Group 

Figure  12  shows  that  the  age  group  between  25  and  44  makes  up  the  largest  patient  base  for 
the  City  Clinic.  Nearly  84  percent  of  the  clients  are  in  this  age  range,  with  almost  one  quar- 
ter of  the  clients  (24.4%)  being  between  the  ages  of  25  and  29. 
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Figure  L2:  City  Clinic 
Patients  by  Age  Group 
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'/  have  been  tested  at  other  sites  and  nothing 
comes  close  to  City  Clinic  in  terms  of 
professionalism  and  comprehensive  service." 

-  Client  of  City  Clinic, 

STD  (Sexually  Transmitted  Diseases)  Section 


City  Clinic  Patients  by  Kiicc/Ethnicity 

Similar  to  the  other  programs  and  service,  while  the  majority  of  City  Clinic  patients  are 
Caucasians,  African-American  and  Hispanic/Latino  clients  are  represented  in  higher  propor- 
tions when  compared  to  the  City's  population.  <  )nly  9.5  percent  of  City  Clinic's  clients  are 
Asian/Pacific  Islanders,  though  they  represent  3]  percent  of  the  City's  overall  population. 
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Figure  13:  Citv  Clinic  Patients 
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Inside  the  department 


The  Department's  Budget 

The  Department  faced  significant  financial  challenges  in  fiscal  year  2000-01.  The  cost  of 
operating  the  Department's  hospitals,  community-based  programs  and  public  health  servic- 
es rose  while  Federal  and  State  revenues  declined.  Demand  for  the  Department's  most 
expensive  service  -  acute  eare  hospitalization  -  increased,  while  the  payor  mix  deteriorated, 
with  an  increased  proportion  of  uninsured  persons  and  a  decreased  proportion  of  insured 
persons.  Technological  advances  increased  the  cost  of  equipment,  supplies,  and  pharmaceu- 
ticals and  inflation  and  the  age  and  condition  of  our  health  care  facilities  drove  costs  further 
upward. 

In  fiscal  year  2000-01,  the  Department's  budget  was  SSS3.1  million.  The  City  and  County 
contributed  S25l>.3  million  General  Fund  to  the  Department  -  representing  more  than  one- 
quarter  of  the  Department's  total  revenue  -  to  ensure  that  the  Department  was  able  to  main- 
tain its  existing  services  and  was  also  able  to  expand  sen  ices  in  areas  in  areas  identified  as 
priorities  in  the  Strategic  Plan. 

Revenues 

The  Department  receives  funding  from  a  myriad  of  sources.  However,  more  than  one-half  of 
the  Department's  revenues  come  from  Medi-Cal  and  City  General  Fund. 
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Revenue 
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Department  of  Public  Health 

Sources  of  Revenue 

FY  00-01  Budget 

S883.1  Million 


Medi-Cal 
$258.5    (29%) 


City  General  Fund 
$259.3  (29%; 


State  Realignment 
$137  4    (16%) 


Other  State 
$33.0    (4%) 

Patient  Revenues 
$29.0  (3%) 


Expenditures 


Population  Health  & 

Prevention 

$3220     (36%) 


Department  of  Public  Health 

Expenditures  By  Division 

FY  00-01  Budget 

$883.1  Million 


»^^P" 


San  Francisco  General 

Hospital 

$341  5     (39%) 
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Local  Foundations 

San  I'rancisco  Public  Health  I  omnia!  ion 

The  San  Irancisco  Public  Health  Foundation  provides  resources  to  the  San  Francisco  public 
health  community  to  assist  it  in  delivering  the  best  quality  health  care  in  the  most  efficient 
and  cost-effective  manner.  In  fiscal  year  2000-01,  the  San  Irancisco  Public  Health 
Foundation  raised  S269,420  that  supported  a  wide  range  of  the  Department's  programs  and 
services,  such  as  the  Pedestrian  Safety  Program,  a  mammography  project  at  Maxine  Hall 
Health  Center,  immunization  services  for  adults,  ami  training  and  incentives  for  STD 
Prevention  and  Treatment. 

The  San  Francisco  General  Hospital  Foundation 

The  San  Francisco  General  Hospital  Foundation  was  organized  in  1994  to  support  programs 
and  projects  at  San  Francisco  General  Hospital.  In  FY  2000-01.  grants  totaling  S701 ,875  were 
provided  to  San  Francisco  General  Hospital  to  support  various  programs,  such  as  survivor 
wellness,  women's  health,  the  pediatric  intensive  care  unit,  and  the  emergency  department. 

Individuals  and  Other  Private  Sources 

In  fiscal  year  2000-01,  the  Department  also  received  funding  from  individuals,  private  foun- 
dations, and  other  private  sources  to  support  a  variety  of  health  programs,  such  as  domestic 
violence  prevention  services,  planning  for  San  Francisco's  long-term  care  service  system, 
services  for  homeless  people,  health  education  and  promotion  events,  educational  materials 
for  the  Children's  Assistive  Tech  Library,  and  HIV/AIDS  services.  We  thankfully  acknowledge 
the  support  from  the  following  individuals  and  agencies. 


Abbott  Laboratories  •  Dignity/San  Francisco 

Asian  and  Pacific  Islander  Wellness  ( lenter  •  Family  Violence  Fund 

Bay  Area  Community  Resources  •  First  Unitarian  Universalist  Society  of  San  Francisco 

bottom  of  the  Ninth  Production  Company  •  French-American  International  School 

CAHEED  -Gen-Probe 

California  State  Automobile  Association  •  Harvest  Evangilism,  Inc 

Challenge  to  Learning  •  International  Society  for  Antiviral  Research 

CHW  Bay  Area  Task  Force 

Compass  Films  •  Levine  and  Company 

( lounty  of  Santa  ( !lara  •  Macy's  West 

( lountv  of  San  Mateo  •  Morrisania  West 
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Plainsboro  Marketing  ( Iroup 
San  Francisco  Paramedic  Association 
San  Francisco  State  University 
SmithKline  Beecham 
Sociometrics  <  lorporation 


The  San  Francisco  School 

University  of  San  Francisco 

Volunteers  to  San  Francisco  General  Hospital 

Wyeth-Ayerst  Laboratories 

Youth  Leadership  Institute 
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The  Strategic  Plan 


>\  h:ii  is  Strategic  Planning? 

Strategic  planning  is  the  process  <>t'  building  ;i  long-term  organizational  direction  and  assem- 
bling a  strategy  to  achieve  that  vision.  A  strategic  planning  process  results  in  fundamental 
decisions  and  actions  that  shape  and  guide  what  the  organization  is,  what  it  does  and  why  it 
does  it.  Strategic  planning  is  a  collaborative  process  that  builds  consensus.  It  helps  the  orga- 
nization's policymakers  and  managers  to  think  and  act  more  strategically.  Strategic  planning 
is  necessary  to  ensure  that  the  Department  is  proactive  in  addressing  changes  in  the  financ- 
ing, regulation  and  delivery  of  health  services. 

Why  a  Strategic  Plan? 

In  August  1999,  the  Health  Commission  directed  the  Department  to  develop  a  Strategic  Plan 
in  order  to  enable  the  Department  to: 

•  Respond  to  changes  in  San  Francisco's  population  and  health  needs. 

•  Plan  with  residents  and  the  community  to  improve  health. 

•  Strengthen  prevention  activities  for  residents  so  that  they  do  not  become  sick  or  injured. 

•  Work  with  populations  that  may  need  more  services. 

•  Use  limited  funding  in  an  effective  way  and  prioritize  programs. 

•  Address  decreased  funding  for  public  health  and  health  care. 

How  was  the  Strategic  Plan  Developed? 

Over  100  individuals  including  Department  staff,  consumers,  contractors,  health  advocates, 
and  representatives  from  other  City  departments,  labor  and  the  public  donated  their  time 
and  their  expertise  to  develop  the  Strategic  Plan.  In  addition,  there  were  52  town  hall  meet- 
ings with  the  community  and  Department  staff  to  seek  their  input  into  the  recommendations. 

Format  of  the  Strategic  Plan 

The  Strategic  Plan  identifies  four  primary  goals  for  the  Department.  The  goals  address  long- 
range,  broad  issues  and  affect  the  ability  of  the  Department  to  fulfill  its  mission.  Under  each 
goal  are  several  strategies,  which  identify  the  general  approaches  the  Department  will  pursue 
to  enable  it  to  accomplish  its  goals.  For  each  strategy,  there  are  one  or  more  objectives.  The 
objectives  are  specific  and  state  the  activities  that  the  Department  will  undertake  in  order  to 
implement  the  strategy  and  achieve  the  goals.  Each  strategy  also  has  one  or  more  desired 
outcomes.  These  are  the  results  that  the  Department  anticipates  it  will  achieve  from  imple- 
menting the  strategy. 
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Strategic  Planning  Goals 

The  Strategic  Plan  implements  tour  goals  over  the 
next  three  years: 

•  Goal  1:  San  Franciscans  have  access  to  the 
health  services  they  need,  while  the 
Department  emphasizes  services  to  its  target 
populations. 

•  Goal  2:  Disease  and  injury  are  prevented. 

•  Goal  3:  Services,  programs,  and  facilities  are 
cost-effective  and  resources  are  maximized. 

•  Goal  4:  Partnerships  with  communities  are 
created  and  sustained  to  assess,  develop, 
implement  and  advocate  for  health  funding, 
policies,  programs,  and  services. 


Overall  Strategic  Direction 

The  Strategic  Plan  emphasizes  that: 

•  Planning  for  health  services  must  take  into 
account  tile  needs  and  resources  in  the 
entire  City. 

•  Housing,  social  issues  (e.g.,  race,  education) 
ami  economic  issues  (e.g.,  type  of  job, 
wages)  impact  health,  and  need  to  he  part  of 
the  planning  process. 

•  Current  resources  (e.g.,  personnel,  build- 
ings, equipment)  are  not  adequate  to  meet 
current  needs. 

The  Strategic  Plan  recommends  that  the  Department: 

•  Expand  health  insurance  coverage  to  unin- 
sured residents. 


•  Improve  coordination  of  medical  care,  prevention,  mental  health,  housing,  and  social  services. 

•  Ensure  that  all  residents  have  access  to  high  quality  health  care. 

•  Continue  to  provide  services  in  the  language  of  patients  and  in  ways  that  respect  their 
cultural  beliefs. 

Mow  Will  the  Strategic  Plan  lie  Implemented? 

The  Strategic  Plan  is  a  long-term  tool  that  will  he  used  to  guide  the  Department's  activities 
through  the  2003-04  fiscal  year.  All  future  initiatives  and  programs  the  Department  seeks  to 
implement  will  further  one  or  more  of  the  goals  and  strategies  of  the  Strategic  Plan.  Due  to 
limited  resources  ami  the  resulting  need  to  prioritize  the  Department's  activities,  the 
Department  will  begin  implementation  by  focusing  on  several  key  priorities,  but  will  address 
all  strategies  over  time. 

The  Strategic  Plan  and  This  Annual  Report 

The  programs  and  services  detailed  in  this  annual  report  that  support  the  Department's 
strategic  planning  goals  and  objectives  are  not  meant  to  lie  a  comprehensive  list  of  the 
Department's  progress  on  the  implementation  of  the  Strategic  Plan.  They  are  meant  to  pro- 
vide just  a  few  examples  of  the  many  ways  the  Department  is  moving  forward  in  a  coordi- 
nated and  thoughtful  manner  to  accomplish  its  mission  to  protect  and  promote  the  health  of 
all  San  Franciscans. 


36 


Goal  I 


San  Franciscans  Have  Access  To  The  Health  Services  They 
Need,  While  The  Department  Emphasizes  Services  To  Its 
Target  Populations. 

The  Department  responds  to  the  needs  of  the  whole  ( !ity  through  population-based  pnblie  health 
services.  These  services  promote  healthy  lifestyles,  control  the  spread  of  disease  and  provide  envi- 
ronmental health  protection.  At  the  same  time,  the  Department  otters  a  range  of  health  sen  ices 
that,  in  order  to  be  effective,  must  be  targeted  to  the  populations  and  neighborhoods  most  in  need. 


The  following  groups  are  the  Department's  main  target  populations: 

•  Uninsured  (working  ami  non-working),  indigent  and  under-insured 

•  low-income  and  impoverished 

•  homeless 


Other  target  populations  inelude: 

•  Children  (infants,  toddlers,  school-aye,  disabled,  foster)  and  youth;  low- 
income  families  with  children 

•  Frail  elderly 

•  Incarcerated 

•  Low-income  racial  and  ethnic  minority  persons 

•  Mcntalh  ill 

•  Multiply  diagnosed 

•  People  with  chronic  disease,  and  disabilities 

•  Persons  at  risk  of  STDs  including  HIV/AIDS 

•  Substance  abusers 

•  Immigrants,  including  the  undocumented,  newcomers  and  monolingual 

•  Workers  in  unsafe,  unregulated  environments 


The  following  neighborhoods  are  the  Department's 
priority  service  areas: 


•  Bayview-Hunters  Point 

•  Chinatown 

•  Mission 

•  ( inter  Mission 


Potrero  Hill 
South  of  Market 
Tenderloin 
Visitation  Vallev 
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STRATEGY 

Focus  Population-Based  Public  Health  Services  On  The  Entire 
Community  And  Personal  Health  Care  Services  On  Target  Populations. 


Population-Based  Services 

Hoping  for  the  best,  preparing  tor  the  worst 

San  Francisco,  like  every  major  city  in  the  nation,  must  have  the  ability  to  react  quickly  and 
effectively  to  significant  threats  to  public  health  and  safety.  The  Emergency  Medical  Services 
(EMS)  Section  Disaster  Team  has  reached  several  milestones  in  the  past  year  that  will  help 
to  ensure  that  San  Francisco  is  prepared  in  the  event  of  disaster.  After  nearly  a  year  of 
research,  planning  and  consulting  with  EMS  System  stakeholders,  the  EMS  Section  released 
the  Level  1  Multicasualty  Incident  Policy  for  public  comment  in  March  2001.  A  final  version 
is  expected  by  the  end  of  2001,  along  with  an  implementation  process  for  EMS  providers  and 
a  Quality  Improvement  plan.  Further,  as  part  of  the  national  Metropolitan  Medical  Response 
System  (MMRS),  the  EMS  Section  is  now  focused  on  the  health  and  medical  response  to 
threats  of  bioterrorism.  Disaster  specialists  assembled  a  multidisciplinary  task  force  to  inte- 
grate this  aspect  of  the  MMRS  plan  into  standard  operating  procedures  tor  Police,  Fire  and 
Health  Departments.  EMS  Section  staff  is  working  with  other  Department  staff  to  develop  a 
surveillance  system,  which  will  monitor  indicators  (e.g.,  diversion  rates,  incidence  of  respi- 
ratory complaints  at  9-1-1  )  of  potential  bioterrorist  incidents. 

Dealing  with  the  realities  of  rolling  blackouts 

Fiscal  year  2000-2001  brought  concerns  of  frequent  power  shortages  and  rolling  blackouts  to 
all  Californians.  Thankfully  tears  and  forecasts  of  multiple  blackouts  over  the  summer  of 
2001  never  materialized,  but,  the  issue  of  power  supply  problems  in  California  have  not  dis- 
appeared. Since  June  of  2000,  when  the  California's  Independent  System  Operator  first 
declared  a  Stage  3  Power  Emergency,  the  Emergency  Medical  Services  (EMS)  Section  estab- 
lished an  emergency  information  hotline  for  Department  employees  to  access  the  most  up- 
to-date  information  in  the  event  of  a  Stage  3  Alert  and/or  rotating  power  outages.  In  addition, 
the  EMS  Section  implemented  a  duty  officer  response  plan,  compiled  a  list  of  health  care 
facilities  in  San  Francisco,  and  advised  on  a  prevention  message  for  release  to  the  general 
public  about  what  they  can  do  to  avoid  serious  health  issues  during  power  outages.  FAIS  con- 
tinues to  assist  in  efforts  to  minimize  disruption  in  the  City  due  to  power  emergencies. 
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Making  polluters  pay 

While  the  handling  and  disposal  of  hazardous  materials  and  wastes  are  well  regulated,  some 
individuals  and  businesses  still  ignore  sate  practices  and  illegally  dispose  of  waste.  Disregard 
for  environmental  regulations  can  result  in  public  exposure  to  hazardous  chemicals  or  bio- 
medical waste  and  chemical  releases  into  the  air.  soil  and  ground  writer  In  fiscal  year  2000- 
01,  the  Environmental  Health  Section  (EHS)  responded  to  a  number  of  hazardous  waste  sit- 
uations, including  a  clothing  manufacturer  who  carelessly  handled  hazardous  chemicals  and 
did  not  properly  train  employees,  and  a  building  owner  who  illegally  disposed  of  thousands 
of  pounds  of  medical  waste.  Working  with  the  City  Attorney's  Office,  EHS  has  ensured  the 
clean  up  of  these  properties,  taken  action  to  ensure  monetary  fines,  and  revoked  profession- 
al licenses.  These  actions  send  a  clear  message  to  potential  violators  and  protect  environ- 
mental quality. 

Personal  Health  Care  Services 

Providing  a  home  for  LCJBTyy  youth 

The  Ark  House  opened  its  doors  in  February  2001  as  a  Transitional  Housing  Program  for 
Lesbian,  Cay,  Bisexual,  Transgender,  Queer,  and  Questioning  (LGBTQQ)  young  adults.  The 
program  serves  LGBTQQ  young  adults,  ages  IS  to  23,  who  reside  in  San  Francisco  and  are 
either  currently  homeless  or  at  risk  of  becoming  homeless.  Included  in  the  program  are  sen- 
ices  related  to  medical  care,  substance  abuse  prevention,  mental  health  counseling,  voca- 
tional training,  and  more.  This  new  program  is  the  result  of  a  two  year  collaboration  with 
Supervisor  Mark  Leno's  <  )ffice,  community  members,  the  Department,  and  the  Ark  of  Refuge 
(the  Department's  contract  agency  to  develop  and  operate  the  program). 


Dental  services  for  the  homeless 

In  the  summer  of  2000.  the  Department's  Dental 
Services  program  received  a  "Healthcare  for  the 
Homeless''  grant  to  build  a  dental  clinic  at  the  Tom 
Waddell  Health  Center.  With  approximately  9,000  home- 
less clients,  Tom  Waddell  is  a  trusted  place  for  this  mar- 
ginalized population  and  the  availability  of  comprehen- 
sive sen  ices  at  this  clinic  is  essential.  ( )n  June  20.  2001 . 
the  Tom  Waddell  Health  Center  opened  the  d(x>rs  to  its 
new  Dental  Clinic  to  serve  homeless  and  IIIY  positive  clients. 


'/  find  the  services  at  the  [Tom  Waddell] 
Clinic  to  be  very  good.  I  found  it  to  be 
clean,  with  well  lighted  waiting  areas.  It  is 
too  bad  more  sick  people  in  San  Francisco 
don't  use  the  Clinic  for  health  care." 

-  Client  of  Tom  Waddell  Clinic.  Homeless  Services  Unit 
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Educating  San  Francisco's  Russian  community  about  the  effects  of  tobacco  use 

The  former  Soviet  Union  has  one  of  the  world's  highest  smoking  rates  and  a  male  life 
expectancy  of  57  years.  A  community  assessment  of  San  Francisco's  sizeable  recent  Russian 
immigrant  population,  conducted  by  the  Newcomers  Health  Program,  identified  the  need  for 
a  smoking-related  intervention.  As  a  result,  the  Department  partnered  with  Bay  Area 
Community  Resources  to  create  the  SUNSET  Russian  Tobacco  Education  Project.  This  three- 
year  program  marks  the  first  time  a  comprehensive  tobacco  education  program  has  been 
funded  in  this  community.  Since  the  program  began  in  July  2000,  focus  groups  and  key  infor- 
mational interviews  have  been  held  in  the  community,  a  media  campaign  appeared  in  the 
Russian  language  press  and  99  merchants  and  medical  providers  were  given  information  on 
tobacco  laws  and  the  health  effects  of  smoking. 

STRATEGY 

Clarify  the  target  neighborhoods  that  the  Department  should  consider 
as  priorities  for  services. 


Culturally  relevant  health  programs  for  residents  of  Chinatown 

Interactions  between  Chinese  patients  and  non-Chinese  health  care  workers  may  be  affect- 
ed by  important  differences  in  values  and  goals  and  in  the  perception  of  the  nature  and 
meaning  of  illness.  Acknowledging  and  negotiating  these  differences  can  lead  to  considerable 

improvement  in  communication  and  in  the  qual- 
ity of  care.  The  Chinatown  Public  Health  Center 
has  been  on  the  forefront  of  effective  healthcare 
work  in  this  community  for  many  years,  and  cel- 
ebrated 30  years  in  operation  in  2001.  Their  pro- 
grams arc  carefully  considered  and  take  into 
account  the  specific  needs  of  the  Chinatown  res- 
idents. The  Health  Center  developed  and  imple- 
mented an  educational  and  case  management 
project  for  Primary  Care  clients  focusing  on 
clients'  management  of  diabetes.  The  arthritis 
project  for  adults  serves  hundreds  of  persons 
each  year  and  incorporates  T'ai  Chi,  diet  and 
information  on  use  of  both  herbal  and  Western 
medicines. 


exercises  at  Chinatown  Public  Health  Center 
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Creating  neighborhood  food  security 

Youth  ENVISION,  a  collaboration  between  the  Department's  Environmental  Health  Section. 
the  San  Francisco  League  for  Urban  Gardeners,  and  Literacy  tor  Environmental  Justice,  is  an 
ongoing  partnership  that  utilizes  participatory'  action  research  to  identity  and  forward  strate- 
gies lor  improving  access  to  nutritions  food  in  the  Bayview-Hunters  Point  neighborhoods. 
The  community  action  model  is  applied  to  the  issue  of  food  security  using  youth  advocates 
and  community  trainees  The  project  provides  job  training  in  public  health  nutrition,  com- 
munity needs  assessment,  public  communication  skills,  and  food  security  to  community 
trainees  and  youth  interns.  Early  successes  in 
these  efforts  have  included  the  commitment  of 
some  corner  store  owners  to  stock  a  minimum 
amount  of  fresh  food,  an  agreement  by  the 
City's  transit  authority  to  provide  new  shuttle 
routes  directly  from  the  community  to  food 
sources,  and  the  creation  of  a  neighborhood 
produce  stand. 


Growing  healthy  food  in  Bayview-Hunters  Point. 


STRATEGY 

Expand  health  care  coverage  to  San  Francisco's  uninsured  to  improve 
health  status  and  access  to  care. 


Making  health  insurance  available  for  more  San  Francisco  workers 

Under  the  City's  new  Health  Care  Accountability  Ordinance,  contractors  that  provide  serv- 
ices to  the  City  and  County  of  San  Francisco  and  lessees  of  City  and  County  property  will 
offer  health  care  insurance  to  their  employees.  By  providing  more  workers  with  health  care 
insurance.  San  Francisco's  Health  Care  Accountability  Ordinance  will  expand  access  to 
appropriate  health  services,  increase  opportunities  for  early  intervention,  and  improve  the 
overall  health  status  of  our  community.  The  Health  Commission  established  minimum 
standards  for  health  plan  benefits  to  be  offered  by  City  and  County  contractors  and  lessees 
The  ordinance  was  implemented  in  July  2001.  It  is  estimated  that  16,050  workers  will  ben- 
efit from  the  Health  ("are  Accountability  Ordinance. 
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'Every  child,  whether  documented  or  not, 
deserves  health  care.  We  are  declaring,  once 
and  for  all,  that  San  Francisco  is  the  City  that 
cares  for  kids." 

-  Mayor  Willie  Brown,  speaking  about  Universal  Health 
Coverage  for  children. 


Making  universal  health  coverage  for  San  Francisco's  children  a  reality 

( >n  January  30,  2001,  the  Health  Commission  unanimously  approved  a  resolution  to  extend 
health  insurance  to  an  estimated  5,000  uninsured  children  and  youth  in  San  Francisco.  This 
new  program.  Healthy  Kids,  is  designed  for  San  Francisco  residents  age  18  and  younger  in 
families  with  incomes  under  300  percent  of  the  federal  poverty  level  (approximately  844,000 
for  a  family  of  three),  regardless  of  immigration  status.  This  new  program  will  provide  eligi- 
ble children  ami  youth  with  comprehensive  medical,  dental,  and  vision  insurance.  When 
enrollment  begins  in  January  2002,  San  Francisco  will  be  one  step  closer  to  its  goal  of  pro- 
viding universal  health  insurance  to  all  San  Franciscans. 
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STRATEGY 

Ensure  that  the  Community  Health  Network  continues  its  vital  role  in 
the  delivery  of  health  care 

The  I5av  Area's  trauma  center 

The  Trauma  Center  at  San  Francisco  General  Hospital  has  a  special  role  in  the  Bay  Area's 
health  care  system.  The  Trauma  Center  is  the  only  designated  trauma  center  tor  nearly  two 
million  people  living  in  the  City  and  County  of  San  Francisco  and  northern  San  Mateo 

(  Nuiiity. 

In  order  to  improve  continuity  of  care  tor  their  patients,  the  Trauma  Center  added  three 
Nurse  Practitioners  (NTs)  in  fiscal  year  2000-0]  to  provide  acute  care  seven  days  a  week  to 
inpatients  who  are  injured  and  patients  who  are  treated  in  the  outpatient  trauma  clinic.  The 
NTs  see  injured  patients  when  they  first  come  into  the  Emergency  Department,  admit  them 
into  the  hospital  if  necessary,  and  then  see  them  on  a  daily  basis  throughout  the  entire  course 
of  their  hospitalization  or  treatment.  These  NPs  provide  complete  care  management  for 
patients  who,  because  of  their  complex  injuries,  must  see  a  large  number  of  specialists  and 
health  care  providers. 

"/  do  not  have  insurance  and  I  am  so  appreciative 
of  the  wonderful  treatment  I've  received  at  San 
Francisco  General  Hospital." 

-  Comment  from  the  2000  SFGH  Patient  Satisfaction  Survey 

Facilitating  a  continuum  of  care  for  mental  health  patients 

The  Mental  Health  Rehabilitation  Facility  (MHRF),  part  of  San  Francisco  General  Hospital 
Medical  Center,  provides  comprehensive  biopsychosocial  rehabilitation  and  recovery  servic- 
es to  high-risk,  severe  and  persistently  mentally  ill  and  dually-diagnosed  residents  of  San 
Francisco.  The  MHRF  empowers  clients  in  developing  the  requisite  skills  for  successful  and 
healthy  community  living  and  provides  a  vast  array  of  psychosocial-educational.  vocational 
and  adaptive  living  skills  to  accomplish  this  goal.  Physical  health  promotion  is  also  an  active 
part  of  MHRF  programs.  In  addition  to  on-site  primary  care,  each  client  is  connected  with  a 
primary  care  provider  upon  discharge  from  the  program  assuring  continuity  of  care  and  pro- 
motion of  wellness.  Additionally,  the  MHRF  has  developed  agreements  with  community- 
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In  FY  2000-2001,  269  individuals  received  inpa 
tient  treatment  at  the  MHRF. 

•  41%  had  a  length  of  stay  less  than  6  months; 

•  24%  stayed  between  6  mos.  and  1  year; 

•  21%  stayed  between  1-2  years;  and 

•  14%  staved  more  than  2  vears. 


based  service  providers  to  advance  a  seamless 
continuum  of  care  for  its  high-risk  consumers 
of  mental  health  services. 


STRATEGY 

Ensure  that  contract  agencies  are  viable  partners  with  the  Department 
in  providing  health  services. 

Support  for  community  partners  applying  tor  grants 

The  Department  and  its  community  partners  rely  on  grant  funding  to  support  programs  and 
research  work.  In  order  to  improve  and  expand  sen  ices,  the  Population  Health  \  Prevention 
Planning*  >ffice  coordinated  grant  development  events  for  the  Department  staff  and  contrac- 
tors. The  first  event,  a  Grant  Development  Workshop,  held  in  June  2001,  provided  an 
overview  of  the  trends  in  funding  for  health  related  activities.  The  workshop  also  included 
information  on  identifying  appropriate  funding  sources  through  an  online  database  program. 
As  a  follow-up  to  the  training,  health  funders  from  the  <  lalifornia  Wellness  Foundation,  Kaiser 
Family  Foundation,  and  the  San  Francisco  Foundation  presented  at  the  Department,  as  part 
of  the  Foundation  Center's  "Meet  the  Grantmakers"  program.  At  this  presentation,  funders 
discussed  their  funding  priorities  and  answered  questions  about  proposal  development. 

STRATEGY 

Improve  integration  of  services  (physical,  prevention,  behavioral,  social 
and  environmental)  for  target,  vulnerable  and  at-risk  populations  who 
need  multiple  services. 

Supportive  housing  for  homeless  populations  with  special  needs 

Supportive  housing  sites  are  tailored  to  special  populations  with  a  wide  array  of  service 
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needs.  The  Department's  Office  of  Housing  and  Urban  Health  spent  a  good  portion  of  2000- 

01  planning  and  developing  Broderick  House,  a  new  supportive  housing  site  to  be  added  to 

the  growing  list  of  supportive  housing  facilities  thai 

opened  over  the  past  two  years  (the  Pacific  Hay,  the 

Windsor  and  the  LeNain).  The  34-bed  Broderick 

Street   residential  eare  facility,  which  will  provide 

long-term  care  tor  clients  who  have  been  difficult  to 

place  due  to  medical  complications  and/or  behavioral 

issues.   Broderick  House  and  the  other  supportive 

housing  facilities  otter  comprehensive  care  and  a 

community-based  alternative  to  inpatient  care. 


Broderick  House  -  the  Department's  newest 
supportive  living  establishment. 

A  "One-Stop  Shop"  for  seniors 

For  29  years,  North  of  Market  Senior  Services  (NMSS)  has  provided  a  range  of  health  and 
social  services  to  low-income,  frail,  elderly  residents  of  the  Tenderloin  and  South  of  Market 
neighborhoods.  In  fiscal  year  2000-01,  XMSS  embarked  on  an  exciting  project  to  "round  out" 
its  services.  The  clinic  expanded  to  become  a  "one-stop  shop"  for  health  and  social  services. 
There  are  three  main  programs  located  at  XMSS:  a  social  day  care  program;  the  Department 
of  Aging  and  Adult  Services'  Senior  Central  #4;  and  the  Senior  Sobriety  drop-in  center.  In 
addition,  there  are  14  residential  units  just  next  door  and  plans  for  additional  housing. 
Through  these  efforts,  the  continuum  of  community-based  services  w  ill  lie  more  accessible 
to  the  increasing  number  of  very  frail,  multiply-diagnosed  seniors 

Improving  access  and  coordination  of  services 

Health  at  Home  (HAH)  uses  a  multidisciplinary  staff  that  includes  registered  nurses,  rehabil- 
itation therapists,  medical  social  workers  and  home  health  aides,  to  deliver  a  range  of  serv- 
ices to  approximately  715  San  Franciscans  who  require  in-home  support  and  care. 
Responding  to  changes  in  their  patient  population  seen  during  2000-01,  HAH  restructured 
portions  of  its  service  delivery  system.  A  llJ  percent  increase  in  HIV-infected  clients,  many 
with  medical  and  mental  complexities,  necessitated  the  development  of  an  IIIY  sen  ice-deliv- 
ery team.  Similarly,  an  increase  in  the  number  of  pediatric  patients  at  San  Francisco  General 
Hospital  caused  HAII  to  expand  care  provided  to  children  from  birth  to  21  years  of  age 
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STRATEGY 

Use  data  and  evaluation  more  routinely  and  uniformly  to  guide  program 
planning  and  priority  setting 


Highlights  of  major  priority  areas  for  TOD 
programs  include: 

•  African-American  Outpatient  Services 

•  Substance  Abuse  Services  for  Samoans 

•  Hepatitis  G  Education  Services 

•  Substance  Abuse  Treatment  for  Spanish 
Speaking  Offenders  in  Jail  Settings 

•  Dual  Diagnosed  Treatment  for  Asian  Women 
at  Mental  Health  Service  Sites. 


Addressing  the  substance  abuse  treatment 
needs  of  San  Francisco's  communities 

The  purpose  of  "treatment  on  demand"  (TOD) 
is  to  reduce  delays  in  gaining  access  to  sub- 
stance abuse  care  by  providing  appropriate  and 
timely  treatment  services  to  those  in  need.  To 
accomplish  this,  the  Department's  Community 
Substance  Abuse  Services  section,  in  partner- 
ship with  the  TOD  Planning  Council,  began  an 
ongoing  community  planning  process  to  identi- 
fy gaps  in  the  treatment  system.  In  2000-01, 
the  T<  )1>  Council  reviewed  both  qualitative  and 
quantitative  data,  considered  input  from  community  forums  in  Visitacion  Valley,  the  Mission 
District,  and  San  Francisco  County  Jails,  and  used  feedback  from  two  youth  focus  groups  at 
Log  Cabin  Ranch  and  Youth  Guidance  Center  to  identify  12  priorities  for  substance  abuse 
funding  that  will  guide  the  Council's  activities  in  the  upcoming  year. 

Evaluating  IIIY  prevention  case  management 

In  fiscal  year  2000-01,  the  Epidemiology  and  Evaluation  Section  of  the  Department's  AIDS 
Office  completed  an  evaluation  of  IIIY  Prevention  Case  Management  (PCM).  PCM  applies  the 
methods  of  traditional  case  management  in  helping  both  HIV-positive  and  negative  persons 
decrease  their  IIIY  risk  behaviors.  The  PCM  project  evaluated  1,081  clients  from  14  commu- 
nity-based agencies,  30  percent  of  whom  were  HIV  positive,  56  percent  of  whom  were  HIV 
negative  and  14  percent  had  not  previously  been  tested.  Typical  services  clients  received  were 
counseling  and  emotional  support,  skills  building,  HIV/AIDS  prevention  education,  and  refer- 
rals to  substance  abuse  counseling,  health  care  and  mental  health  services.  As  a  result  of  the 
PCM  project,  the  Department's  AIDS  office  established  a  new  set  of  guidelines  and  standards 
for  the  delivery  of  PCM  to  ensure  consistent  and  quality  PCM  services  in  San  Francisco. 
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Goal  2: 

Disease  And  Injury  Are  Prevented 

The  prevention  of  disease  and  injury  is  a  primary  responsibility  of  the  Department  and  a  core 
component  of  its  mission  statement.  Health  data  indicate  that  on  an  annual  basis,  over  half 
of  the  deaths  in  San  Francisco  are  premature  anil  preventable.  Many  of  the  deaths  in  San 
Francisco  arc  attributed  to  seven  well-known  risk  factors:  tobacco  use,  poor  diet  and  not 
enough  exercise,  excessive  or  ill-timed  alcohol  consumption,  environmental  toxins,  guns, 
unsafe  sex,  and  illegal  drugs  (primarily  heroin).  The  Department's  prevention  efforts  target 
these  areas. 

"We  are  pleased  to  have  clubs  join  us  in  the  fight  against  the  spread  of  STDs. 
Club  owners  are  beginning  to  recognize  their  role  in  being  responsible  around 
health  issues  that  will  protect  their  patrons  and,  inevitably,  make  for  a  healthier 
and  safer  city." 

-  Jeff  Klausner.  MD.  Director,  STD  Control 


STRATEGY 

Strengthen  primary  prevention  activities  of  the  Department 

Expanding  Viral  Hepatitis  prevention  efforts 

With  the  emergence  of  chronic  Hepatitis  G  infection  as  an  important  public  health  problem 
both  nationally  and  locally,  the  Department's  Community  Health  Epidemiology  (CHE)  sec- 
tion developed  several  strategies  to  combat  this  disease  in  San  Francisco.  In  addition  to 
establishing  a  comprehensive  surveillance  system  to  track  and  monitor  the  incidence  oi 
Hepatitis  C  in  San  Francisco,  CHE  created  the  Viral  Hepatitis  Prevention  Program  to  expand 
primary  prevention  efforts  to  control  and  prevent  viral  hepatitis.  This  program  integrates 
hepatitis  counseling,  testing,  and  referral  into  existing  HIV  and  STD  counseling  and  testing 
services  and  distributes  educational  materials  for  clients  and  providers  about  preventing 
infection  from  multiple  pathogens,  with  an  emphasis  on  hepatitis  A,  15,  and  C. 
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Preventing  the  spread  of  Sexually  Transmitted  Disease 

The  Department's  Sexually  Transmitted  Disease  (STD)  Program  has  implemented  several 
strategies  to  reduce  the  incidence  of  STDs  in  San  Francisco.  In  response  to  an  increase  in 
STDs  among  men  who  have  sex  with  men,  the  STD  Program  has  been  working  closely  with 
the  sex  clubs,  adult  bookstores  and  bars  where  individuals  with  STDs  have  reported  meeting 
their  partners.  The  bookstores  and  sex  clubs  have  signed  a  STD  Pledge  indicating  that  they 
will  do  everything  in  their  power  to  maintain  a  sate  sex  environment  for  their  patrons.  To 
help  them  keep  maintain  this  pledge,  STD  Program  staff  maintain  regular  contact  with  venue 
managers  to  provide  assistance  where  needed  and  to  ensure  that  the  establishments  are 
complying  with  safer  sex  guidelines.  In  addition,  in  April  2001.  STD  screenings  were  con- 
ducted at  six  San  Francisco  high  schools  and  over  500  students  were  tested  for  chlamydia. 


Kneoiiraging  kinder,  gentler  City  drivers 

One  of  the  Department's  most  visible  primary  prevention  campaigns  in  2000-0]  was  the 
STOP  Red  Light  Running  Campaign.  This  effort  was  undertaken  to  promote  safe  and  respon- 
sible behavior  on  the  streets  to  prevent  traffic-related  injuries  and  fatalities.  As  part  of  this 
campaign,  commuters  were  reminded  of  the  S271  fine  for  running  a  red  light  in  San 
Francisco  The  STOP  Red  Light  Running  Campaign  partnered  with  the  Senior  Action 
Network  to  kick  off  the  City's  new  Pedestrian  Safety  Poster  Campaign.  Billboards,  street 
signs,  promotional  items,  and  a  new  web  site,  all  announcing  the  same  message:  "Stop  at  the 
red  You'll  only  kill  a  few  seconds."  were  released  With  an  additional  focus  on  community- 
based  interventions,  the  STOP  Red  Light  Running  Campaign  assembled  community 
organizations,  government  agencies,  health  practitioners  and  other  relevant  professions  to 
empower  a  community-wide  network  to  support  driving  behaviors  that  are  respectful,  sensi- 
tive, and  inclusive  of  all  drivers  toward  the  prevention  of  any  driving  violation. 


•Stop  at  the  Red 

•  Fou  'II  Only  Kill  a  hw  Seconds 


wwwJx.«dlightrunnuiB.arR 
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Preventing  Sudden  Infant  Death  Syndrome 

Sudden  Infant  Death  Syndrome  (SII)S)  is  the  sudden,  unexplained  death  of  an  infant  in  the 
first  year  of  life.  The  American  Academy  of  Pediatrics  recommends  placing  babies  to  sleep 
on  their  backs,  as  this  allows  the  greatest  protection  against  SIDS  and  is  the  preferred  sleep 
position.  In  ( )ctober  20(H),  in  recognition  of  SIDS  Awareness  month,  the  Department's  ( )ffice 
of  Maternal  and  Child  Health  sponsored  a  "HACK  TO  SLEEP"  SIDS 
prevention  campaign.  As  part  of  the  campaign,  infant  shirts  with  the 
"BACK  T< )  SLEEP"  logo  were  given  to  every  new  mom  in  the  nurs- 
ery of  all  the  deliver^'  hospitals  in  San  Francisco.  The  campaign  also 
included  a  media  event  and  other  giveaways  that  highlighted  the 
critical  message  that  infants  should  be  put  to  sleep  on  their  backs. 


STRATEGY 

Address  social  and  economic  determinants  of  health 


Increasing  employment  for  mental  health  service  recipients 

Because  the  Department's  Community  Mental  Heath  Services  (CMHS)  section  often  hears 
from  its  consumers  that  employment  is  one  of  the  keys  to  recovery.  CMHS  established  a 
Vocational  Liaison  Committee  to  expand  employment  opportunities  for  CMHS  clients.  The 
Committee  conducted  a  vocational  survey  and 
found  that  including  vocational  services  into  the 
continuum  of  community  care  was  a  successful 
strategy  helping  community  programs  serve  as 
an  alternative  to  institutional  care.  In  conjunc- 
tion with  the  Vocational  Survey,  the  CMHS 
Office  of  Cultural  Competence  and  Consumer 
Relations  created  a  Peer  Internship  Program, 
which  sponsored  15  mental  health  consumers 
to  receive  six  months  of  on-the-job  training  at 
mental  health  programs.  Three  graduates  were 
offered  full-time  employment  as  a  result  of  their 
experience. 


The  CMHS  Vocational  Survey  for  adults  showed  that 

•  2, .372  consumers  participated  in  on-site 
vocational  activity  in  FY  00-01,  a  55°o 
increase  from  the  previous  year. 

•  307  individuals  were  paid  for  their  on-site 
work,  a  74%  increase  over  the  previous  year. 

•  1,464  consumers  got  paid  employment  off-site. 
a  23%  increase  from  the  previous  year. 

•  243  staff  members  attended  vocational  train- 
ing, an  84%  increase  over  the  previous  year. 

•  77  peer  counselors  were  employed  by  pro- 
grams in  FY  00-01. 
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A  RoadMap  for  preventing  violence 

In  February  2001,  the  Violence  Prevention  Network,  staffed  by  the  Department's  Community 
Health  Education  Section,  released  the  RoadMap  for  Preventing  Violence.  With  a  focus  on 
alcohol,  firearms  and  the  devastating  experience  of  young  children  who  witness  acts  of  vio- 
lence, the  RoadMap  is  designed  to  assist  community  groups  and  others  reduce  the  impact  of 
these  risk  factors  and  work  toward  creating  safer,  more  peaceful  neighborhoods.  Using  solid 
data  and  a  public  health  planning  approach,  the  RoadMap  helps  communities  identify  prob- 
lem areas,  offers  strategies  for  addressing  them,  and,  in  many  cases,  suggests  other  partners 
with  whom  communities  can  collaborate.  Each  community  has  the  opportunity  to  make  the 
process  fit  its  particular  needs. 

A  second  chance  for  ex-gang  members 

In  fiscal  year  2000-01,  the  Castro-Mission  Health  Center,  in  collaboration  with  San  Francisco 
General  Hospital  and  Central  American  Resource  Center,  assumed  administration  of  the 
Second  Chance  Laser  Tattoo  Removal  Clinic  Management  Program.  Visible  gang-oriented  tat- 
toos on  the  faces,  necks  and  hands  of  former  gang  members  present  a  significant  barrier  to 
their  rehabilitation.  The  distinctive  marks  can  make  it  impossible  to  find  a  job,  and  can  even 
pose  a  threat  to  their  lives  from  rival  gangs.  The  Second  Chance  Clinic  offers  youth  an  option 
to  remove  the  visible  signs  of  gang  affiliation  to  help  them  move  forward  and  make  signifi- 
cant life  changes. 
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Goal  3: 


Services,  Programs  And  Facilities  Are  Cost-Effective  And 
Resources  Are  Maximized. 


Ensuring  that  individuals  have  access  to  the  most  appropriate  health  care  sen  ices  is  not  only 
good  health  policy,  but  also  good  fiscal  policy.  When  individuals  have  access  to  critical  health 
services,  such  as  primary  and  preventive  care,  and  early  intervention  services,  they  can 
receive  timely  treatment  and  avoid  complica- 
tions that  can  result  from  delays  in  care. 
Further,  ensuring  that  patients  receive  care 
in  the  least  restrictive  and  most  appropriate 
settings  avoids  costly  institutional  care  and 
ensures  that  patients  remain  integral  mem- 
bers of  their  community.  Thus,  many  of  the 
programs  that  support  the  strategies  for  Goal 
3  also  support  strategies  for  Goal  1. 


STRATEGY 

Continue  to  adopt  a  financial  strategy  that  enhances  revenue  and 
reduces  expenditures  by  avoiding  costly  institutional  care  to  ensure  that 
the  overall  public  health  system  operates  cost-effectively. 

Ensuring  appropriate  levels  of  care  for  persons  with  mental  illness 

Increasing  case  management  capacity  and  assuring  that  case  managers  have  access  to  com- 
munity resources  to  help  their  clients  remain  out  of  emergency  and  hospital  sen  ices  is  a  key 
strategy  for  decreasing  institutional  care  and  assuring  that  patients  can  access  appropriate 
levels  of  care.  An  evaluation  of  three  adult  intensive  case  management  programs  (based  on 
an  assertive  community  treatment  model)  serving  400  mental  health  clients  confirmed  that 
this  sort  of  intensive  case  management  reduces  institutional  and  emergency  sen  ices  utiliza- 
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Sharing  coffee  at  Laguna  Honda  Hospital  and 
Rehabilitation  Center. 


tion  and  costs.  CMHS  providetl  case  management 
to  more  than  2,000  clients  in  fiscal  year  2000-01 
through  a  variety  of  initiatives,  including  those 
that  target  services  to  homeless  mentally  ill  and 
children  and  youth  with  mental  illness. 

Realizing  the  goal  of  short-term  earc 

Laguna  Honda  Hospital  and  Rehabilitation  Center 
delivers  long-term  care  services  to  San  Franciscans 
with  a  wide  range  of  needs  so  complex  and 
demanding  that  they  cannot  be  met  by  caregivers 
at  home  or  in  the  community.  The  patient  popula- 
tion is  changing,  however:  patients  are  younger; 
the  range  of  diagnoses  are  wider;  and  disabilities 
resulting  from  these  diagnoses  arc  more  varied. 
The  community  at  large  is  also  changing:  medical  advances  are  positively  impacting  the 
severity  of  disabilities  and  the  community  infrastructure  is  more  accommodating  to  those 
with  disabilities.  Consequently,  for  individuals  with  long-term  disabilities,  the  need  for  long- 
term  care  is  decreasing  as  the  need  for  short-term  care  and  community-based  support  sen- 
ices  is  increasing.  In  response,  Laguna  Honda  created  the  Community  Reintegration  Program 
to  provide  services  to  residents  who  demonstrate  the  potential  for  discharge  within  90  days 
of  their  admission  date.  Utilizing  rehabilitation  interventions,  either  through  formal  therapy 
or  through  functional  maintenance  activities,  and  effective  discharge  planning,  the  program 
moves  patients  through  the  rehabilitation  process,  maintaining  their  level  of  maximal  inde- 
pendence, explores  and  utilizes  community  resources,  and  addresses  any  psychological 
issues  regarding  discharge,  thereby  maximizing  their  "readiness"  for  community  re-entry. 
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STRATEGY 

Improve  recruitment,  retention  and  training  of  Department  staff. 


Addressing  die  nursing  shortage 

Localities  across  the  United  States  are  experiencing  a  severe  nursing  workforce  shortage. 
Unfortunately,  San  Francisco  is  not  an  exception.  In  order  to  enable  the  Department  to 
respond  to  these  significant  challenges,  San  Francisco  General  Hospital  has  convened  a 
Nursing  Retention  and  Recruitment  Committee.  The  Committee  will  bring  tot-ether  nursing 
Staff  from  all  areas  of  the  hospital  to  identify  key  retention  issues  at  SFGH  anil  to  develop  a 
retention  plan  that  will  guide  the  hospital  in  addressing  nursing  workforce  issues  over  the 
next  several  years.  The  Committee's  mission  is  to  promote  the  retention  and  recruitment  of 
nursing  staff  through  activities  and  programs  that  enhance  organizational  communication, 
promote  professional  development  and  job  satisfaction,  and  encourage  participation  in  nurs- 
ing organizational  decision  making. 


Registered  Nurses  Chris  Rusev  and  Lee 
McGrath  at  Tom  Waddell  Health  Center. 
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Innovative  approaches  to  linguistically  competent  health  eare 

The  challenge  of  providing  timely  interpreter  access  to  limited  English  proficient  (LEP)  pop- 
ulations continues  to  overwhelm  health  eare  institutions  throughout  California.  The  chal- 
lenge of  timely  interpreter  access  is  not  only  a  financial  and  logistical  struggle,  but  also  one 
whose  barriers  can  jeopardize  access  to  proper  medical  care.  The  Videoconferencing  Medical 
Interpretation  Project,  a  pilot  demonstration  project  funded  through  Health  Access  by  the 
California  Telchealth  and  Telemedicine  Center,  began  clinical  trials  at  San  Francisco  General 
Hospital  in  January  2001.  This  very  exciting  pilot  project  uses  videoconferencing  technolo- 
gy to  provide  LEP  patients  and  their  providers  with  a  real-time  medical  interpreter  in  anoth- 
er location.  This  interpreter  can  see  both  the  patient  and  his/her  provider,  hear  the  words. 
assess  body  language  and  provide  professional  medical  interpretation.  The  program  has  been 
very  well-received  by  providers  and  patients  alike  who  have  welcomed  it  as  an  effective  tool 
and  appreciated  the  reduced  wait  times. 


Videoconferencing  at  San  Francisco 
General  Hospital 


'/  fee/  more  focused  on  the  patient  and  provider  and  the 
session  seems  to  be  more  productive  and  satisfying." 

•  Christine  Luii.  Interpreter  at  San  Francisco  General  Hospital 


54 


STRATEGY 

Design  an  e-government  strategy  and  presence  for  the  Department. 

A  virtual  world  tor  Department  staff 

The  Department's  Intranet  is  an  excellent  source  <>t'  information  and  services  for  staff.  In  fis- 
cal year  200(1-1)  I.  the  Department's  Management  Information  Systems  helped  to  improve  the 
efficiency  and  flow  of  information  by  adding  500  pages  of  new  resources  to  the  Intranet. 

including 

•  Online  Staff  Directory   Paper  directories  have  become  obsolete  for  many  staff  mem- 
bers who  can  now  quickly  and  easily  locate  the  contact  information  for  their 
Department  colleagues  online. 

•  Legislative  Tracking  System.  This  allows  Department  staff  to  identify  State  bills  relat- 
ed to  topics  of  interest,  and  to  track  their  status  over  time. 

•  Medical  Cannabis  ID  Card  System  and  Staff  Training  Tutorial.  This  creates  a  sys- 
tem for  staff  to  track  the  Medical  Cannabis  ID  cards. 

•  HK2000.   This  application  was  designed  for  Human  Resources  and  automates  most  of 
their  daily  tasks.  All  DPI  I  managers  have  access  to  the  system,  but  have  various  levels  of 
access  depending  on  the  security  level  they  are  approved  for. 
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Goal  4: 


Partnerships  With  Communities  Are  Created  And  Sustained 
To  Assess,  Develop,  Implement  And  Advocate  For  Health 
Funding,  Policies,  Programs  And  Services. 

The  Department's  relationships  with  the  community  are  eritieal  to  its  ability  to  fulfill  its  mis- 
sion. Communities,  health  advocates,  and  other  providers  and  consumers  assist  the 
Department  in  improving  the  development  and  delivery  of  health  services  in  San  Francisco 
by  providing  vital  services,  information  in  assessing  needs,  outreach  to  target  populations, 
evaluations  of  program  effectiveness,  and  advocacy  tor  improved  health  policy  and  resources. 
The  Department  is  committed  to  sustaining  these  relationships  and  expanding  them  as  need- 
ed to  improve  the  health  of  San  Franciscans. 


STRATEGY 

Increase  local,  state  and  federal  advocacy  efforts  under  the  direction  of 
the  Mayor's  Office. 

Advocating  for  :i  healthier  San  Francisco 

The  (  )ffice  of  Policy  and  Planning  (<  >P&P)  advocates  at  the  State  and  Federal  levels  for  poli- 
cy and  funding  to  enhance  the  ability  of  San  Francisco  to  provide  appropriate  health  servic- 
es to  its  residents.  In  fiscal  year  2000-01,  OP&P  worked  closely  with  Gongresswoman  Nancy 
1'elosi  at  the  federal  level  to  successfully  secure  SI. 105  million  for  HIV  treatment  services  for 
women  and  persons  of  color  at  San  Francisco  General  Hospital  and  SI. 105  million  for  the 
City's  Treatment  on  Demand  initiative.  At  the  State  level,  OP&P  worked  closely  with  col- 
leagues throughout  the  State  to  secure  an  additional  S25  million  in  funding  for  California's 
underfunded  trauma  centers,  including  the  San  Francisco  General  Hospital  Trauma  Center. 
( )P&P  regularly  monitors  State  legislation  and  regulations  and  works  closely  with  the  Mayor's 
(  H'fiee  of  Legislative  Affairs  to  advise  the  City  on  the  positions  and/or  action  on  health-relat- 
ed hills. 
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STRATEGY 

Explore  opportunities  to  partner  with  other  providers  and  the 
community  on  common  health  issues. 

I ■  i ■  l > I c  iiu  in  S hi;  the  Substance  Abuse  ami  Crime  Prevention  Aet 

In  January  2001,  the  Department  began  planning  for  implementation  of  Proposition  36, 
which  was  passed  by  California  voters  in  November  2000  and  requires  probation  and  drug 
treatment,  in  lien  of  incarceration,  for  conviction  of  nonviolent  controlled  substance  viola- 
tions. The  Department,  designated  as  the  local  lead  agency  by  the  Hoard  of  Supervisors,  part- 
nered with  the  District  Attorney  to  co-chair  a  three-month  committee  planning  process  to 
develop  the  County  Implementation  Plan  for  San  Francisco.  Over  250  people  participated  in 
the  development  of  the  plan,  including  many  members  of  the  public.  In  June,  Proposition  36 
advocates  issued  "report  cards,"  grading  11  counties—representing  75  percent  of  the  states 
population— on  the  quality  of  their  final  plans.  San  Francisco  was  the  only  jurisdiction  to 
receive  an  "A." 

Introducing  Occupational  Health  and  Safety  Training  to  Day  Laborers 

Each  day  hundreds  of  men  are  hired  to  perform  high-risk  tasks  yet  are  rarely  provided  the 
required  protections.  In  2000,  the  Environmental  Health  Section  (EHS)  initiated  a  collabo- 
ration between  the  Labor  Occupational  Health  Program.  California  Occupational  Safety  and 
Health  Agency,  and  the  San  Francisco  Day  Laborer  Program  to  build  a  health  and  safety  pro- 
gram for  day  laborers.  This  collaborative  provides  health  and  safety  training  and  resources  in 
a  community  building  model  for  these  marginalized  workers.  Through  these  efforts,  EHS 
hopes  to  reduce  the  vulnerability  of  day  laborers  to  high  risk  occupational  injury  and  illness, 
to  reduce  hazardous  exposures  to  the  general  public,  and  to  further  empower  these  workers 
to  address  their  other  health  and  social  needs 

"/  thought-now  I  am  dead.  It  was  550  degrees  hot  that 
tor.  It  hurt  so  much.  In  the  moment  I  was  lost." 

■  San  Francisco  day  laborer 

Searching  for  an  effective  vaccine 

In  June  2000,  the  II1Y  Research  Section  of  the  Department's  AIDS  Office  was  designated  as 
a  HIV  Vaccine  Trials  Unit,  adding  San  Francisco  to  a  new  global  network  designed  to  test  pre- 
ventive HIV  vaccines.  Other  IIIY  Vaccine  Trials  Units  are  situated  in  10  U.S.  cities,  as  well  as 
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in  cities  in  Brazil,  China,  Haiti,  India,  Peru.  South  Africa,  Thailand  and  Trinidad.  The  San 
Francisco  Unit  has  been  put  in  charge  of  planning  for  National  Institute  of  Health's  first  Phase 
III  HIV  vaccine  trial,  which  is  designed  to  take  one  or  more  experimental  HIV  vaccines  that 
are  shown  to  be  sate  and  to  produce  immune  responses  in  hundreds  of  volunteers,  into  a 
large  trial  with  thousands  of  volunteers.  It  is  only  large  trials  such  as  these  that  can  deter- 
mine whether  or  not  the  vaccine  can  substantially  protect  HIY  uninfected  individuals.  The 

San  Francisco  group  is  working  closely  with 
investigators  and  communities  at  existing  HIY 
vaccine  trial  sites,  as  well  as  helping  to  prepare 
new  sites  in  Argentina,  the  Dominican 
Republic,  Honduras,  and  Puerto  Rico. 


A  section  of  the  AIDS  quilt  displayed  at  the 
Department's  AIDS  office. 

insuring  safe  environments  for  families  in  Single  Koom  Occupancy  hotels 

The  Hotel  Inspection  Program  Unit  of  the  Environmental  Health  Section  (EHS)  broadened  it 
role  by  participating  in  the  Families  in  Single  Room  <  >ccupancy  (SR< ))  Hotel  Work  Group,  a 
sub-committee  of  the  San  Francisco  Board  of  Supervisor's  SRO  Task  Force.  Among  the 
charges  assigned  to  the  Workgroup  was  to  ensure  clean  and  safe  living  conditions  tor  SRO 
residents,  and  to  recommend  legislative  policy  and  program  changes  that  will  help  families 
with  children  move  from  SROs  into  stable  housing.  As  a  residt  of  the  Department's  involve- 
ment, FTIS  extended  its  services  to  include  the  routine  inspection  of  all  identified  SR(  )s  used 
by  families  with  children.  Inspections  will  ensure  that  the  hotels  are  maintained  in  safe,  hab- 
itable and  healthy  conditions.  EHS  also  expanded  its  inspection  program  to  cover  all  emer- 
gency shelters,  drop-in  centers,  drug  treatment  centers  and  transitional  housing  to  ensure 
that  they  arc  maintained  in  safe  and  sanitary  conditions  at  all  times. 

Preparing  HIV  infeeted  individuals  for  life  after  jail 

The  prevalence  of  IIIY  infection  among  prisoners  in  the  jail  is  much  higher  than  in  the  gen- 
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era]  population.  Jail  Health  Services  uses  the  period  of  incarceration  as  an  opportunity  to 
provide  IIIY  education,  risk  assessment  and  healthcare  to  San  Francisco's  high  risk  popula- 
tions. However,  upon  release,  clients  are  often  lost  to  care  and  to  follow-up  services.  This 
year.  Jail  Health  Services'  Forensic  AIDS  Project,  in  collaboration  with  Continuum,  a  com- 
munity-based organization  that  provides  IIIY  support  and  with  the  AIDS  Office,  implement- 
ed Homebase  Project/HOPE  study,  to  assess  the  effectiveness  of  interventions  to  enhance 
post-release  medical  and  social  service  utilization,  increase  medication  adherence,  reduce 
health  risk  behaviors  and  to  reduce  recidivism.  A  randomly  selected  group  of  IIIY  positive 
prisoners  exiting  the  San  Francisco  county  jails  are  receiving  intensive  pre-and-post-releasc 
case  management  services,  post-release  transitional  housing,  health  education,  money  man- 
agement, medication  management,  IIIY  prevention  information,  and  substance  abuse  refer- 
rals and  related  sen  ices  in  a  supportive  community-based  environment. 


Training  tor  the  City's  police  force 

Reflecting  a  true  Citywide  collaboration  that  includes  the  Coalition  on  Homelessness,  the 
Mental  Health  Hoard,  the  Board  of  Supervisors,  Jail  Health  Services,  Mobile  Crisis,  the  Police 
Department  and  the  Department  of  Public  Health,  San  Francisco  is  piloting  the  Police  Crisis 
Intervention  Project  (PCIP).  The  model  is  based  on  very  successful  programs  in  Memphis, 
Tennessee  and  San  Jose.  ( California.  The  goal  of  the  training  is  to  enable  law  enforcement  per- 
sonnel to  deal  more  effectively  with  the  mentally  ill.  The  course  provides  training  in  recog- 
nizing signs  and  symptoms  of  mental  illness,  information  about  available  community 
resources,  and  specific  crisis  intervention  and  de-escalation  tech- 
niques. 


Working  together  to  reduce  family  violence 

Family  violence  affects  the  health  and  safety  of  many  community 
members.  Communities  often  mobilize  around  the  issue  of  commu- 
nity violence  without  recognizing  the  many  connections  to  family  vio- 
lence. In  the  Western  Addition,  Maxine  Hall  Health  Center  and  the 
Family  Violence  Prevention  have  partnered  to  form  the  Community 
Health  (  kitreach  and  Resources  for  Unity,  Safety  and  Strength  (CH(  )- 
RUSS)  project.  The  project  has  partnered  with  members  and  leaders 
in  housing,  faith  based  organizations  and  health  care  settings.  The 
program  has  educated  residents  about  safe  ways  to  intervene  in  fam- 
ily violence,  started  support  groups  in  churches  and  facilitated  a  num- 
ber of  community  dialogues.  CIK  >RUSS  has  also  formed  partnerships 
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with  Mt  Zion  and  the  LINC  (Living  in  Nonviolent  Communities)  project  to  provide  training  to  Mt 
Zion  and  Kaiser  clinics.  ( <II(  )RUSS  is  als( )  working  with  the  San  Francisco  jail  system  to  create  violence 
screening  pn  igrams. 


STRATEGY 

Continue  and  expand  assessment  of  community  health  needs  (i.e.,  risks 
to  health  and  safety). 

Assessing  the  needs  of  Bayview-Hunters  Point  residents 

In  April  2001,  the  Bayview  Hunters  Point  Health  N:  Environmental  Assessment  Task  Force,  a 
partnership  between  the  Bayview  Hunters-Point  community,  the  Department  of  Public 
Health,  and  the  University  of  California,  San  Francisco,  released  the  results  of  its  1999 
Community  Survey.  This  collaborative  effort  was  guided  by  the  principles  of  participatory 
action  research  and  responded  to  the  need  tor  residents  affected  by  unfair  and  unequal  envi- 
ronmental and  health  burdens  to  document  the  conditions  in  their  own  terms.  Based  on  the 
survey,  residents  generally  rated  their  health  lower  with  17%  rating  their  health  fair  or  poor 
compared  to  10%  nationally.  Crime,  violence  and  addiction  were  noted  as  the  most  signifi- 
cant community  concerns  by  over  40%  of  respondents  and  public  services  for  environmental 
clean-up  was  rated  as  poor  by  almost  50%.  The  survey's  findings  are  currently  informing 
strategy  and  actions  both  among  community  organizations  and  city  agencies 

Understanding  behavior  to  encourage  safer  sex  habits 

Within  the  11IY  Prevention  Research  Section,  highlights  of  the  year  included  the  successful 
completion  of  enrollment  of  730  high-risk  men  who  have  sex  with  men  into  project 
EXPLORE,  a  behavioral  trial  measuring  the  effect  of  intensive  versus  standard  1IIY  testing 
and  counseling  on  HIV  infection  rates.  Phase  I  of  the  NEW  CHOICES  study  was  also  suc- 
cessfully completed,  enrolling  554  MSM,  28%  of  whom  were  African  American  and  27"u 
Latino.  Preliminary  results  from  this  study  demonstrate  that  in  San  Francisco,  high-risk 
behavior  is  common  across  race/ethnicity  and  age  groups,  that  meeting  sex  partners  on  the 
Internet  is  associated  with  very  high-risk  behavior.  Results  from  NEW  CH<  >ICES  were  pre- 
sented at  the  national  HIV  Prevention  Conference  in  Atlanta  in  August  2001;  the  section  also 
had  papers  published  in  the  American  Journal  of  Public  Health  and  JAIDS. 
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Introduction 


The  San  Francisco  Department  of  Public  Health  is  pleased  to  present  you  with  its 
annual  overview  of  health  in  San  Francisco.  As  in  past  years,  we  release  this  report  in 
honor  of  Public  Health  Week,  April  2-  6,  2001 .  The  overview  provides  our  broadest  view 
of  the  health  and  well-being  of  our  community  and  is  intended  to  contribute  to  the  best 
evidence  on  health  conditions  and  needs  in  San  Francisco. 

This  year's  overview  includes  the  latest  data  available  about  important  aspects  of  the 
health  and  well-being  of  our  population.  In  addition,  we  continue  to  expand  our 
information  about  the  major  conditions  that  contribute  to  the  patterns  of  health,  illness 
and  injury  in  San  Francisco.  Furthermore,  we  have  tried  to  present  data  that  will  be  useful 
for  thinking  about  prevention  activities:  by  showing  disparities  across  groups, 
determinants  of  ill  health,  trends  over  time,  comparisons  to  state  or  national  levels  or 
national  standards,  or  by  choosing  measures  of  premature  death  or  disability. 

The  overview  is  organized  into  three  sections.  "Who  We  Are"  provides  a  demographic 
view  of  the  age  and  ethnic  distribution  of  our  population.  "How  We  Live"  presents 
information  on  conditions  that  are  known  to  be  major  determinants  of  health  in 
populations,  including  poverty,  socioeconomic  conditions,  air  pollution,  crime,  substance 
abuse,  and  risky  behaviors.  "Our  Health"  covers  major  physical  and  mental  health 
outcomes. 

The  Field  Model  of  Health 

Our  approach  is  governed  by  a  broad  concept  of  health  and  well-being.  The  factors 
that  contribute  to  health  and  well-being  in  our  population  are  described  in  the  following 
"Field  Model." 

Multiple -Determinants  of  Health  Model 
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In  general,  fields  or  factors  higher  up  on  the  diagram  contribute  to  or  influence  the 
occurrence  of  factors  lower  down  on  the  diagram.  Some  useful  considerations  about  how 
a  population's  health  is  produced  and  represented  by  the  diagram,  are: 

es*s  The  contribution  of  medical  care  to  a  population's  health  is  limited. 

es  m  Conditions  of  the  social  and  physical  environment  play  an  important  role  in 
producing  different  health,  disease  and  injury  patterns  in  our  population. 

tsts  Individual  factors,  such  as  risk  decisions  or  response  to  stress,  can  moderate  the 
general  effects  of  broader  environmental  factors  on  health.  The  occurrence  of 
individual  factors  can  also  be  patterned  by  the  social  and  physical  environment. 

&&  Disease  and  injury,  which  can  be  clinically  determined  and  reported  in  health  systems 
data,  are  not  quite  the  same  thing  as  health  and  well-being,  which  is  based  on  how 
people  experience  their  own  conditions  and  function  with  them. 

es&  To  change  a  population's  health  profile,  we  have  to  consider  possible  changes  in  their 
physical  and  social  environment  and  in  the  factors  influencing  behavior,  and  not  just 
at  health  care.  Indeed,  since  many  health  care  interventions  occur  late  in  sometimes 
long  sequences  of  events  leading  to  diseases  or  injuries,  in  many  cases  earlier 
interventions  would  be  more  effective  or  more  cost-effective  at  reducing  the  ultimate 
burden  of  disease. 

Note  that  each  box  or  field  in  the  diagram  is  itself  complex,  and  not  likely  to  be 
reducible  to  a  single  variable,  in  its  influence  on  (or  representation  of)  any  population's 
health  and  well-being.  Rather  than  being  seen  as  a  summary  of  the  evidence,  the  model 
gives  us  a  useful  way  to  organize  the  evidence  about  how  health  patterns  are  produced 
and  therefore  could  be  changed  in  different  populations. 

We  are  pleased  to  present  you  with  this  report  and  hope  it  contributes  to  a  better 
understanding  of  who  we  are,  how  we  live,  and  our  health. 

We  welcome  comments  and  suggestions.  Please  send  them  to: 

Randy  Reiter,  Ph.D,  MPH 

San  Francisco  Dept.  of  Public  Health 

Community  Health  Epidemiology  &  Disease  Control 

25  Van  Ness,  Suite  710 

San  Francisco,  CA  94102 

e-mail:  Randy  Reiterfd'dph.sf.ca.us 

This  report  can  be  downloaded  from  our  web  page  at  www.dph.sf.ca.us,  or  copies  can  be 

obtained  from: 

Planning  Office 

Population  Health  and  Prevention 

San  Francisco  Dept.  of  Public  Health  (415)  255-3470 

Source:   RG  Evans  &  GL  Stoddart.  Producing  health,  consuming  health  care.   Soc.  Sci.  Med. 
Vol.  31,  No.  12,  pp.  1347  -  1363,  1990 
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"Who  We  Are"  refers  to  the  characteristics  of  the  population  of  San  Francisco  including  age,  sex 
and  ethnicity.  Across  San  Francisco  we  see  differences  in  health  and  social  issues.  Women  and  men 
face  many  different  health  and  social  concerns;  there  is  a  wide  disparity  among  ethnic  groups  for  most 
health  and  social  issues;  and  our  aging  population  increasingly  affects  San  Francisco's  health  needs.  In 
future  years,  as  2000  census  data  become  available,  we  will  be  able  to  further  examine  these  issues  by 
neighborhood  and  other  characteristics. 
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Demographics 


POPULATION 

San  Francisco's  population  demonstrates 
several  unique  features  when  compared  to  the 
rest  of  California,  there  is  a  smaller  proportion 
of  children  and  youth  under  age  twenty- five 
and  a  greater  proportion  of  adults  and  senior 
citizens.  San  Francisco  also  has  a  substantially 
larger  proportion  of  Asian  and  Pacific 
Islanders,  and  smaller  proportions  of  Latinos 
and  whites  than  California  as  a  whole.  Among 
ethnic  groups  within  San  Francisco,  whites 
demonstrate  the  lowest  proportion  of  very 
young  children  ages  0-4  as  well  as  the  greatest 
proportion  of  middle-aged  adults  between  the 
ages  of  45  -  65  years  old.  Latinos  have  the 
largest  proportion  of  young  children  and  the 
smallest  share  of  senior  citizens  over  75  years 
old.  These  numbers  are  significant  as  they 
highlight  the  need  to  address  those  health  issues 
related  to  an  older  population  such  as  diabetes 
and  long-term  care. 


Population  by  Major  Ethnicity  Group, 
San  Francisco,  1999 


Population  by  Age  Group, 
San  Francisco, 1999 


0-4        5-14      15-24     25-44    45-64     65-74       75+ 
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Age  Distribution  by  Major  Ethnicity  Group, 
San  Francisco,  1999 


Latino  Asian  Black 

Major  Ethnicity  Group 
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>urce:  Ca.  Dept  of  Finance,  Race/Ethnic  Population  Estimates  with  Age  and  Sex  Detail,  1970 
icember  1998. 
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Resident  Births  by  Mother's  Ethnicity, 
San  Francisco,  1999 
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POPULATION-Continued 

A  third  of  all  births  to  San  Francisco 
women  are  to  whites,  20%  of  births  are  to 
Lafinas,  and  the  third  highest  number  of  births 
are  to  Chinese  women.  San  Francisco's  teen 
mothers  (less  than  18  years  old)  are 
disproportionately  African  American  and 
Latina. 

Among  children  in  the  San  Francisco 
Unified  School  District,  Chinese  children 
represent  the  largest  ethnic  group  and  Chinese 
and  Latino  children  present  the  greatest 
language  needs  due  to  limited  English 
proficiency. 


Public  School  Enrollment  by  Ethnicity 
and  English  Proficiency,  SFUSD,  2001 


Source:  San  Francisco  Department  of  Public  Health,  Records  &  Statistics 
San  Francisco  Unified  School  District,  Information  and  Technology 
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IMMIGRATION 

Immigration  continues  to  add  to  die  size 
and  diversity  of  our  population.  California,  and 
San  Francisco  in  particular,  are  points  of  entry 
for  many  immigrants  to  die  U.S.  Over  the  nine 
years  of  the  1990s  shown  in  these  data,  almost 
100,000  documented  immigrants  came  to  San 
Francisco.  These  data  do  not  count 
undocumented  immigrants.  An  unknown 
number  of  these  people  actually  become 
residents  here  or  move  elsewhere,  while  some 
immigrants  who  entered  elsewhere  may  settle 
here.  In  1 998- 1 999,  the  Department  of  Finance 
estimated  that  San  Francisco's  population 
increased  by  7,700  people,  of  whom  83%  came 
from  net  immigration  (6,359  people)  and  only 
17%  via  natural  increase  (the  difference 
between  births  and  deaths).  For  California  as 
whole,  these  proportions  were  45%  from 
immigration  and  55%  from  natural  increase. 


Legal  Immigration  to  San  Francisco,  1990-1998 


1990  1992  1994  1996  1998 

Year 


source:  State  of  California,  Department  of  Finance,  Legal  Immigration  to  California  by  County:  Federal  Fiscal  Year  (FFY) 
990-1998.    Sacramento,  California,  November  2000. 
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II   ♦  How  We  Live 


"How  We  Live"  includes  conditions  of  our  social  and  physical  environments,  and  actions  we  take 
that  increase  or  decrease  our  risk  of  injury  or  illness.  These  conditions  and  actions  are  important  in 
determining  how  long  we  will  live  and  how  healthy  we  will  be  throughout  our  lives.  The  environments 
that  surround  us  at  home,  on  the  streets,  in  our  neighborhoods,  in  school,  and  at  work,  all  influence  our 
health.  The  air  we  breathe,  the  conditions  that  favor  tobacco  use  or  exposure  to  gun  violence,  and  our 
access  to  housing  all  have  an  impact  on  our  health  and  well-being.  <  Hn  acth  ities  and  habits,  and  our 
access  to  financial,  social,  health  care,  and  other  essential  resources  all  contribute  to  our  health  status. 
Most  disease  and  injury  experienced  by  San  Franciscans  could  be  prevented  or  postponed  by  changes 
in  how  we  live. 
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SOCIO-ECONOMIC  LIVING 
CONDITIONS 

Socio-economic  conditions  are  closely  tied  to 
health  outcomes.  In  general,  the  better  off" 
people  are,  the  better  their  health  is.  San 
Francisco  is  an  expensive  city  in  which  to  live. 
There  are  high  levels  of  homelessness,  limited 
access  to  affordable  housing,  and  numerous 
social  issues  related  to  poverty  and  the  high  cost 
of  living.  Availability  of  childcare,  supportive 
housing,  and  health  programs  and  services  are 
better  here  than  in  many  other  parts  of 
California.  Even  so,  these  resources  are  not 
adequate  to  meet  the  needs  of  our  diverse 
communities. 


Estimated  Poverty  Prevalence  by  Age, 
San  Francisco.  1997 


POVERTY 


Overall  Ages<18  Ages  5-17 

Age  Group 


Poverty  is  a  public  health  problem.  A 
significant  proportion  of  San  Francisco's 
population  does  not  have  the  income  to  meet  the 
high  cost  of  living  here.  An  estimated  95,000 
San  Franciscans  live  below  the  federal  poverty 
threshold  and,  as  a  result,  their  health  is  at  risk. 

Overall  the  percentage  of  San  Francisco's 
population  in  poverty  is  lower  than  in  California 
as  a  whole,  but  it  is  still  estimated  at  12%,  and 
more  than  20%  for  children.  Since  Federal 
poverty  levels  are  set  for  the  nation  by  a  formula 
which  greatly  underestimates  the  real  costs 
needed  for  subsistence- level  living  in  San 
Francisco,  they  likely  underestimate  the  size  of 
the  population  living  in  or  near  poverty  here. 

Free  or  reduced  cost  school  lunches  are 
available  to  low  income  children  attending  San 
Francisco  schools.    The  large  number  of 
children  eligible  for  these  programs  highlights 
the  number  of  children  living  in  or  near  poverty 
in  San  Francisco. 


Public  School  Enrollment 

by  Level  and  Lunch  Program  Status, 

SFL'SD,  2001 


□  Not  reduced 

■    Free  reduced  lunch 

Elementary  schools       Middle  schools 


ource:  US  Bureau  of  the  Census,  Small  Area  Income  and  Poverty  Estimates  Program. 

ttp://www.  census.gov/hhes/www/saipe/stcty/estimate.  html 

an  Francisco  Unified  School  District,  Information  and  Technology 
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Public  Assistance  Clients  by  Age, 
San  Francisco,  2000/2001 
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Public  Assistance  Clients  by  Ethnicity, 
San  Francisco,  2000/2001 
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PUBLIC  ASSISTANCE 

These  graphs  show  uses  of  San  Francisco's 
public  assistance  programs  by  demographic 
characteristics.  They  reflect  not  only 
characteristics  of  our  low  income  population, 
but  also  program  eligibility  restrictions,  time 
limits,  and  differential  use  by  population 
groups  influences  the  picture  of  participants 
shown  by  each  of  these  programs. 

The  three  main  benefit  programs  shown  are: 
es*  CalWORKs,  serving  families  with 
children  (the  descendent  of  AFDC, 
since  changed  by  the  1 996  welfare 
reform  to  the  Federal  TANF 
(Temporary  Assistance  to  Needy 
Families  program); 
*&  CAAP  (County  Adult  Assistance 
Program)  for  needy  adults,  generally 
single,  not  supporting  children;  and 
^^  NAFS  (Non- Assistance  Food 
Stamps),  part  of  the  Federal  food 
stamp  program  not  covering  TANF 
recipients. 

Public  Assistance  Clients  by  Primary  Langua; 
San  Francisco,  2000/2001 
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Source:  San  Francisco  Dept.  of  Human  Services,  Quarterly  Snapshot  Reports, 
http://www.ci.sf.ca.us/dhs/frs.htm 
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INCOME 

San  Francisco  is  an  expensive  place  to  live.  A 
recent  study  estimated  the  minimum  cost  needed 
for  families  with  two  children  to  be  able  to  live 
comfortably  in  each  region  and  for  California 
overall.  San  Francisco  is  part  of  Region  IV,  which 
includes  Alameda,  Contra  Costa,  Marin,  San 
Francisco,  San  Mateo,  and  Santa  Clara  counties. 
The  income  needed  in  the  Bay  Area  is  about  20% 
greater  than  that  needed  for  the  whole  State,  and 
all  the  low  income  standards  fall  well  below  the 
minimum  income  level  needed  to  live  comfortably 
in  the  Bay  Area. 

This  figure  shows  the  1 997  distribution  of 
family  income  in  San  Francisco;  about  half  the 
families  fall  below  the  minimum  comfortable  cost 
of  living  (COL)  for  a  family  with  2  children  and  2 
working  parents.  A  substantial  share  of  families' 
incomes  also  fall  below  the  income  provided  by 
one  full-time  iriinimum  wage  or  "daily  wage" 
income. 


Family  Income  Distribution,  Wage  & 

Minimum  Comfortable  Cost-of-Living  Levels, 

San  Francisco,  1997 


Percent  of  Families 


Source:  US  Bureau  of  Labor  Statistics,  CPS;  Ca.  Budget  Project.  Making  Ends  Meet:  How  much  does  it  cost  to  raise  a  family  in 
California?  Sacramento,  October  1999. 
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COST  OF  LIVING 

Housing  is  notoriously  expensive  in  San 
Francisco.  A  variety  of  indicators  shown  here 
paint  a  picture  of  high  housing  costs  and  too 
little  affordable  housing  available  for  low  and 
even  middle  income  households. 


Housing  Cost  Indicators,  San  Francisco  Area 


Renters 

SP 

CA 

US 

Years 

Notes 

Pay  >30%  of  income  for  rent 

141,900(42%) 

47% 

1998 

SF  metro.  CA  metro  areas 

Pay  >  50%  of  income  for  rent 

73,000(21%) 

24% 

1997 

CA 

Ratio  of  low -inc.  renters  to  rental  units 

1.9:1 

1998 

SF:  75,200  renters,  39,200 
units 

Renters  unable  to  afford  2-BR  apt  at  FMR 

49% 

Metro  area 

Real  market  2-BR  apt. 

S  2,043 

1999 

SF 

FMR.  2-BR  apt. 

$  1,167 

1999 

HUD  incr.  SF  FMR  to  $2043 
in '01 

Difference 

S  (87b) 

Market  cost  175%  of  FMR 

Affordable  units  at  risk  of  conversion 

9.759 

2000-2010 

SF 

Federal  housing  subsidy,  per  poor  person 

$171 

$286 

CA  9'"  lowest  of  10  largest 
states 

Increase  in  rent. 
1989-1998 

38.4% 

1989-1998 

SF 

Increase  in  median  hh  income  of  renters 

9.6% 

1989-1998 

SF 

Increase  in  median  hh  income,  poor 
renters 

3.4% 

1989-1998 

SF 

Homeownership 

Homeownership 

51% 

57% 

67% 

1999 

SF  metro  area 

Households  that  can  afford  median  priced 
home 

27% 

55% 

1999 

SF  Bay  Area 

%  of  houses  affordable  to  med.  hh  income 

11",, 

1999 

(4'"  quarter) 

Other 

Ratio  of  new  |obs  to  new  housinq  unts 

15  8  1 

1994-98 

SF 

Estimated  substandard  housing 

56.000(17%) 

1997 

SF 

FMR  =  Fair  Market  Rent.  Refers  to  2-BR,  1-BA  apt.,  unless  noted 

*SF  refers  to  county  unless  noted  as  metro  area  (SF,  Marin,  San  Mateo)  or  Bay  Area  (9  counties) 


Source:  Ca.  Budget  Project,  Locked  out:  California's  Affordable  Housing  Crisis.  May  2000. 

I  I 


Economic  Conditi 


ons 


How  We  Livettt 


HOMELESSNESS 

The  lack  of  affordable  housing  has 
contributed  to  the  large  number  of  homeless 
living  in  San  Francisco.  Many  of  the  homeless 
have  special  needs  such  as  HIV/ AIDS  services, 
substance  abuse  treatment,  mental  health 
services,  shelter  from  domestic  violence,  etc. 
The  table  below  describes  the  numbers  of 
homeless  and  other  special  needs  populations, 
and  their  housing  needs. 


Homeless  and  Special  Needs  Populations  and  their  Service  Needs,  San  Francisco  2000 

Individuals  Persons  in  Families  with  Children 

Sub-Population  Estimated     Current      Unmet  Need    Estimated      Current         Unmet 

Need        Inventory  Gap  Need         Inventory    Need  Gap 


Chronic  substance  abusers 

35,573 

5,316 

30,257 

6,626 

404 

6.222 

Seriously  mentally  ill 

20,925 

2,706 

18,219 

7,830 

449 

7.381 

Dual  diagnosed 

25,903 

3,303 

22.600 

5,385 

316 

5,069 

Veterans 

21,598 

2,863 

18,735 

2,120 

116 

2,004 

Persons  with  HIV/AIDS 

13,646 

1.684 

11,962 

3,700 

198 

3,502 

Victims  of  domestic  violence 

6,531 

813 

5,718 

9,555 

547 

9.008 

Youth 

20,431 

2,657 

17.774 

NA 

Homeless* 

9,375 

3,125 

Emergency  shelter/inadequate  hsg 

3,000 

781 

Transitional  housing  services 

1,688 

625 

Permanent  housing  services 

4.657 

1,719 

'  estimate  for  any  given  night 


source:  CCSF  2000  Consolidated  Plan,  July  1,  2000-June  30,  2005,  Mayor's  Office  of  Community  Development  & 
Mayor's  Office  of  Housing,  May  2000,.  pp.  78-79,  224. 
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Child  Care  Cost  as  Proportion  of 
Low  Wage  Incomes,  San  Francisco, 1999 


Income  Source 
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CHILDCARE 

Childcare  is  an  important  issue  for 
families  with  young  children  and  working 
parents.  It  has  important  influences  on 
children's  development,  parents'  travel  and 
work  schedules,  quality  of  life,  and  family 
finances.  San  Francisco  has  licensed 
childcare  slots  for  32%  of  its  58,900 
children  who  have  working  parents  (three- 
fifths  of  the  children  under  age  14).  This 
proportion  is  better  than  California's 
statewide  figure  of  21%,  but  still  far  below 
the  need  here.  The  cost  of  licensed  childcare 
also  represents  a  large  share  of  household 
income  for  low  and  many  middle  income 
families. 


SF  Child  Care  Supply  &  Demand,  San  Francisco,  1999 


Children 
Children  living  with  working  parents       Number       Percent 


Children  in  care  outside  of 

family 

Number  Percent 


Children  0-5 
Children  6-13 
Total  children,  0-13 


25,899  57% 

33,062  61% 

58,961  59% 


13,209  51% 

6,612  20% 

19,821  34% 


Licensed  child  care  supply 
Licensed  supply  as  %  of  need 


18,994 


32% 


Source:  California  Child  Care  Resource  &  Referral  Network.  1999  California  Child  Care  Portfolio 

US  Social  Security  Administration.  SSI  Recipients  by  State  and  County,  December  1998  and  December  1999 

http://www.ssa.gov/statistics/si_st_cty/1999/indes.html 
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ALCOHOL  AND  OTHER  DRUGS 

Drug  overdose  is  a  significant  public 
health  problem  in  western  cities  including 
San  Francisco,  Portland,  and  Seattle. 
Rates  in  these  cities  far  exceed  those  of 
other  cities  in  the  United  States. 

In  1998,  12,189  hospitalizations  at  San 
Francisco  General  Hospital  were  due  to 
alcohol,  heroin,  cocaine,  amphetamines, 
and  other  drugs.  Alcohol  and  drugs  also 
play  a  key  role  in  the  amount  and  severity 
of  disease  and  injury  in  San  Francisco. 
Drug  poisoning,  primarily  overdoses  of 
heroin  and  cocaine,  and  often  in 
combination  with  alcohol,  was  the  third 
leading  cause  of  premature  death  in  San 
Francisco  in  1998.  In  addition,  these 
statistics  do  not  include  deaths  by  causes 
that  are  closely  associated  with  alcohol  and 
drug  use  such  as  homicides,  suicides, 
motor  vehicle  accidents  and  other 
unintentional  injuries. 


Alcohol  and  Drug-Related  Deaths, 
San  Francisco,  1994-1998 


500   - 


400   - 


S    300   - 


•£    200   - 


Kid 


Alcohol  and  Drug-Related  Hospitalizations, 
(Primary  Diagnosis)  San  Francisco,  1994-1998 


000  - 

800  - 

600  - 

■""  Alcohol-related 
■  ■  ■    alcohol  psychoses  dx 
' "     alcohol  1  iver  damage 
—     Drug-related 
heroin,  opiates 

400  - 

—    -^   —   —    —   - 

200  - 

— 

0  - 

1 

1 

1 

1 

1994  1995  1996  1997 

Year  of  Diagnosis 


Source:  Ca.  Dept.  of  Alcohol  &  Drug  Programs.  Ca.  Indicators  of  Alcohol  &  Drug  Abuse:  Annual  Review. 
Dffice  of  Applied  Research  &  Analysis  http://www.adp.cahwnet.gov/pdf/coverpage.pdf 
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ALCOHOL  AND  OTHER  DRUGS— 
continued 

The  data  on  the  previous  page  show  some  of 
the  health  toll  of  drugs  and  alcohol,  in  deaths 
and  hospitalizations.  The  second  graph  shows 
hospitalizations  where  the  primary  cause  was 
alcohol  or  drugs;  the  table  shows  the 
substantially  larger  number  of  hospitalizations 
with  any  alcohol  or  drug  diagnosis. 


Alcohol  and  Drug  Hospitalizations  (Any  Diagnosis),  San  Francisco  1996-1998 

1996  1997  1998 


Change 


Hosp.  Discharges-Alcohol  related- 
Expanded* 

Total 

4306 

4700 

4757 

10.5% 

Alcohol  depend  syndrome 

2008 

2156 

2009 

0.0% 

Non-depend  use 

637 

771 

910 

42.9% 

Alcohol  liver  damage 

857 

857 

890 

3.9% 

Alcohol  psychoses 

628 

709 

808 

28.7% 

Hosp.  Discharges— Drug  related- 
Expanded* 

Total 

6413 

6941 

7432 

15.9% 

Heroin/opiates 

2579 

2820 

3074 

19.2% 

Cocaine 

1375 

1512 

1727 

25.6% 

Amphetamine 

549 

667 

594 

8.2% 

Cannabis 

1 94 

285 

3  1  5 

62.4% 

Barbiturates 

70 

60 

93 

32.9% 

*  Expanded  to  include  not  only  primary  diagnosis,  but  any  drug-  or  alcohol-related  diagnosis. 
These  have  only  been  analyzed  since  1996 


Source:  Ca.  Dept.  of  Alcohol  &  Drug  Programs  (CDADP),  Indicators  of  Alcohol  and  Drug  Abuse  Annual  Review 
http://www.adp.cahwnet.gov/pdf/coverpage.pdf 
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ALCOHOL  AND  OTHER  DRUGS-continued 

Indicators  below  show  the  toll  of  arrest 
for  drug  and  alcohol  charges  and  driver's 
license  suspensions.  They  do  not  include 
non-drug  crimes  such  as  robberies  that  can 
be  influenced  by  the  use  of  or  need  for 
dru«s  and/or  alcohol. 


Alcohol  and  Drug  Direct  Criminal  Justice  Indicators,  San  Francisco  1996-1998 


1997-98 

Indicator 

1994 

1995 

1996 

1997 

1998 

Change 

Criminal  justice 

Adult  drug-related  arrests 

9,115 

8,401 

8,443 

9,280 

10,941 

17.9% 

Felony 

7,672 

6,930 

8,206 

8,192 

8,920 

8.9% 

Misdemeanor 

1,443 

1,471 

237 

1,088 

2,021 

85.8% 

Adult  alcohol-related  arrests 

3,802 

3,221 

3,624 

3,794 

4,969 

31.0% 

Felony 

139 

112 

125 

124 

134 

8.1% 

Misdemeanor 

3,663 

3,109 

3,499 

3,670 

4,835 

31.7% 

Juvenile  drug-related  arrests 

651 

555 

683 

653 

627 

-4.0% 

Juvenile  alcohol-related  arrests 

57 

37 

39 

45 

54 

20.0% 

Drug  commitments 

588 

461 

322 

184 

188 

2.2% 

Ca.  Rehab.  Ctr. 

34 

18 

8 

4 

5 

25.0% 

Dept.  of  Corrections 

539 

435 

594 

178 

189 

1.1% 

CYA 

15 

8 

10 

2 

3 

50.0% 

DMV 

Driver  lie.  suspensions/revocations 

745 

726 

588 

423 

712 

68.3% 

Source:  Ca.  Dept.  of  Alcohol  &  Drug  Programs.  Ca.  Indicators  of  Alcohol  &  Drug  Abuse:  Annual  Review. 
Dffice  of  Applied  Research  &  Analysis   http://www.adp.cahwnet.gov/pdf/coverpage.pdf 
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SMOKING 

From  1990  to  1995,  about  10%  of  deaths  in 
San  Francisco  were  attributable  to  tobacco. 
Since  1 990,  smoking  rates  in  San  Francisco 
have  decreased  in  the  overall  population  and  in 
all  ethnic  groups  except  whites.  In  1998,  one- 
sixth  of  randomly  surveyed  San  Francisco 
tobacco  vendors  illegally  sold  tobacco  to 
people  under  age  1 8,  a  decrease  from  previous 
years,  but  still  indicating  that  tobacco  is  too 
readily  available  to  underage  youth. 


Smoking  by  Major  Ethnicity  Group, 
San  Francisco,1994-1996 


oo 


u 


< 


Source:  Tobacco  Control  Program,  San  Francisco  Department  of  Public  Health 
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PHYSICAL  INACTIVITY 

It  has  been  estimated  that  physical 
inactivity  in  the  U.S.  is  implicated  in  perhaps  a 
quarter  of  a  million  deaths  a  year,  including 
about  25%  of  all  chronic  disease  deaths.  It 
affects  cardiovascular  nsk  through  its  influence 
on  blood  pressure,  cholesterol,  weight,  and 
other  mechanisms.  There  are  large  differences 
between  ethnic  groups  in  degree  of  inactivity  in 
California,  with  Latino/Hispanic  men  (70%) 
and  women  (66%)  most  likely  to  be  inactive. 
Between  50%  and  54%  of  African- American 
men  and  women  are  also  likely  to  be  sedentary. 
Asian/other  women  (63%)  are  more  likely  than 
men  (44%)  to  be  inactive.  There  are  no  age 
differences,  but  there  are  differences  by 
education.  College  graduates  have 
significantly  lower  inactivity  prevalence  (44%) 
than  those  with  no  more  than  a  high  school 
education  (63%). 

In  the  Bay  Area,  white  women  have  lower 
percents  inactive  than  Latino/Hispanic  (64%) 
or  Asian/other  women,  but  not  different  than 
African- American  women,  who  are  much  less 
inactive  than  their  statewide  counterparts. 
White  men  are  also  significantly  less  inactive 
than  Latino/Hispanic  men.  There  were 
insufficient  data  sampled  to  estimate  the 
prevalence  for  Bay  Area  African- American 


Physical  Inactivity  by  Major  Fthnicity  Croup, 
San  Francisco,  1994- 1996 


Source:  Gazzinga  JM,  Kao  C,  et.  al.  Cardiovascular  Disease  Risk  Factors  Among  California  Adults.  1984-1996.  Sacramento: 
California  Department  of  Health  Services  and  UCSF,  Institute  for  Health  and  Aging,  1998.   pp.  22,26.   Missing/insufficient 
jata  due  to  small  subgroup  sample  size  (<50).  Data  from  Ca.  BRFS.  Bay  Area  counties  are  SF,  Alameda,  San  Mateo,  and 
Santa  Clara. 
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Overweight  by  Major  Ethnicity  Group, 
San  Francisco,1994-1996 


OVERWEIGHT 

Overweight,  measured  by  body  mass  index 
(a  ratio  between  height  and  weight),  is  an 
important  risk  factor  for  heart  disease,  both  in 
itself  and  also  through  its  contribution  to  high 
cholesterol,  high  blood  pressure  and  diabetes. 
Frequency  of  being  overweight  has  been 
increasing  among  Californians,  rising  by  over 
50%  from  1984  to  1996  --  by  41%  for  women 
and  60%  for  men.  By  1996,  27%  of  adults  were 
estimated  to  be  overweight.  Statewide,  there 
were  no  differences  by  sex  within  any 
ethnicity,  but  Latino/Hispanic  women  (42%) 
and  men  (34%)  and  African- American  women 
(40%)  and  men  (37%)  had  significantly  higher 
overweight  prevalences  than  white  women 
(24%)  or  men  (25%).  Proportion  overweight 
rises  across  age  groups  through  ages  45-54,  and 
then  declines  somewhat  among  older  ages.  The 
proportion  overweight  among  college  graduates 
(20%)  is  more  than  a  third  less  than  it  is  among 
those  with  no  education  beyond  high  school 
(31%). 

In  the  Bay  Area,  percentages  of  those 
overweight  did  not  differ  by  sex  within  ethnic 
groups.  Latino/Hispanic  men  had  significantly 
higher  prevalence  than  white  men,  who  were 
themselves  much  higher  than  Asian/other  men. 
There  were  insufficient  data  for  a  reliable 
estimate  for  African- American  men.  Among 
women,  African- Americans  and 
Latina/Hispanics  were  higher  than  whites,  who 
were  higher  than  Asian/other  women. 


Source:  Gazzinga  JM,  Kao  C,  et.  al.  Cardiovascular  Disease  Risk  Factors  Among  California  Adults,  1984-1996. 
Sacramento:  California  Department  of  Health  Services  and  UCSF,  Institute  for  Health  and  Aging,  1998.   pp.  22,26. 
Missing/insufficient  data  due  to  small  subgroup  sample  size  (<50).  Data  from  Ca.  BRFS.  Bay  Area  counties  are  SF, 
Alameda.  San  Mateo,  and  Santa  Clara. 
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UNINTENTIONAL  INJURIES 

Injuries  account  for  a  significant  proportion 
of  deaths,  hospitalizations,  and  emergency 
responses  in  San  Francisco.  The  biggest  cause 
of  non-  vehicular,  unintentional  death  is  due  to 
drug  overdose.  The  second  leading  cause  is 
falling. 

There  were  over  7,000  motor  vehicle  related 
injuries  in  San  Francisco  last  year.  In  San 
Francisco,  more  than  half  of  all  motor  vehicle 
deaths  are  to  pedestrians. 


Non-Vehicular  Unintentional  Injury  Deaths 
in  San  Francisco,1989-9()  to  1999-2000 
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Motor  Vehicle  Accident  Injuries 
in  San  Francisco,  1993-1999 


Vehicular  Deaths  in  San  Francisco,1989-90  to  1999-200C 


Q 
<*- 
o 

n> 

.£5 

s 

3 

2 

90  - 

80  - 
70  - 
60  - 
50  - 
40  - 
30  - 
20  - 
10   - 
0  - 

^\J 

A 

V 

f 

V 

/ 

^—    All  M.V.  collisions 
Alcohol  involved 

DUI  cause 

Trucks 

V 

^  ,                    ' 

..;.:■---■--- -=-:  .••_-,,..■.,  —  ■•    ■■    ~-,r 

All  Vehicular 

•  —     Pedestrians 

1 

1                 1                 1                1                 1 

94       1995      1996       1997       1998      1999 
Year 

1993       19 

: 

1 990- 1991- 
1991-1992- 

1992-1993- 
1993-1994- 

i 

<* 

1 

1 
I— 

1 
X 

1 

1 

Source:  SF  Office  of  Medical  Examiner.  Annual  Report  (various  years)  (deaths) 
California  Highway  Patrol,  SWITRS.  http://www.chp.ca.gov/html/switrsl999.html  (Injuries) 

20 


Injuries 


Homicide  Deaths  in  San  Francisco, 
1987-88  to  1999-2000 
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VIOLENCE/INTENTIONAL 
INJURIES 

Deaths  from  homicide  have  been  declining 
in  San  Francisco  since  the  early  nineties.  This 
is  attributable  to  a  decrease  in  the  number  of 
firearm  homicides.  In  1999  there  were  180 
firearm  incidents  (fatal  and  non- fatal)  in  San 
Francisco.  These  incidents  were  concentrated 
in  the  Western  Addition,  along  Mission  Street, 
and  in  Bayview  Hunter's  Point.  Substantially 
fewer  gun  related  incidents  took  place  in  the 
Western  side  of  the  city. 

CRIMES 

Crime  rates  in  San  Francisco  have  gone 
down  in  recent  years  in  keeping  with  state  and 
national  trends.  In  1998  there  were  1 188 
arrests  for  spousal  abuse  in  San  Francisco. 


Crimes  Reported  in  San  Francisco,  1997-1999 


1997 


Percent  change 
1997-99        1998-99 


Ca.  Crime  index  total 

23.314 

20,790 

18,058 

-22.5% 

-13.1% 

Violence 

8,549 

7,337 

6,555 

-23.3% 

-10.7% 

Homicide 

59 

58 

64 

8.5% 

10.3% 

Forcible  rape 

233 

244 

103 

-55.8% 

-57.8% 

Robbery 

4,606 

3,927 

3,475 

-24.6% 

-11.5% 

Aggravated  assault 

3,651 

3,108 

2,823 

-22.7% 

-9.2% 

Property  Crimes 

8,549 

13,453 

1 1 ,503 

34.6% 

-14.5% 

Burglary 

7,153 

6,706 

5,526 

-22.7% 

-17.6% 

Motor  vehicle  theft 

7,649 

6,747 

5,977 

-21.9% 

-11.4% 

Larceny  theft 

29,943 

25,349 

25.264 

-15.6% 

-0.3% 

Arson 

432 

363 

275 

-36.3% 

-24.2% 

Total/FBI  Crime  Index 

53,669 

46,492 

43.597 

-18.8% 

-6.2% 

The  Ca.  Crime  index  includes  the  categories  listed  under  violence  and  property 

crimes. 

The  FBI  Crime  Index  includes  those,  plus  larceny  theft  and  arson. 


Source:  SF  Office  of  Medical  Examiner.  Annual  Report  (various  years)  (deaths) 

Ca.  Office  of  Attorney  General,  Criminal  Justice  Statistics  Center  .   http://caaq.state.ca.us/cjsc/datatabs.htm  (Crime) 
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1999 


Fatal  and  Nonfatal  Firearm  Incidents 
San  Francisco  County     ^ u 
N=180 


9*130 
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Source:  Firearm  Injuries,  SF  1999.   C  Klassen 
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AIR  QUALITY 

The  Federal  Clean  Air  Act  directs  the 
Environmental  Protection  Agency  (EPA)  to 
develop  and  promulgate  health  based  standards 
for  certain  "criteria"  ambient  air  pollutants 
including  ozone,  respirable  particulate  matter 
(PMio),  sulfur  dioxide,  nitrogen  dioxide,  carbon 
monoxide,  and  lead.  Ozone  and  carbon 
monoxide  levels  did  not  exceeded  the  standard 
in  1999.  However,  for  particulate  matter,  we 
had  six  days  over  the  standard,  which  is  as 
much  as  in  the  previous  4  years  combined. 
Particulate  matter  can  make  asthma  and  other 
respiratory  problems  worse.    In  the  Bay  Area, 
major  sources  of  PMio  include  industrial 
emissions,  motor  vehicles,  road  dust, 
construction,  demolition,  and  residential  wood 
smoke 


Summary  of  San  Francisco  Air  Quality  Monitoring  Data,  1995-1999 


Standard 

Pollutant  Concentration 

by  Year 

Pollutant 

State 

National 

1995 

1996 

1997 

1998 

1999 

Ozone 

Highest  1  -hour  average,  ppm 

0.09 

0.12 

0.09 

0.07 

0.07 

0.05 

0.08 

Days  over  state  standard 

0 

0 

0 

0 

0 

Days  over  national  standard 

0 

0 

0 

0 

0 

Highest  8-hour  average,  ppm 

NA 

0.08 

0.07 

0.05 

0.06 

0.05 

0.06 

Days  over  standard 

0 

0 

0 

0 

0 

Carbon  monoxide 

Highest  8-hour  average,  ppm 

9 

9 

Arkansas  St  station 

4.4 

3  9 

3  5 

■1 

3  7 

Ellis  St  station 

5.5 

5.6 

5  8 

3  1 

4  6 

Days  over  standard 

0 

n 

0 

0 

0 

Respirable  particulate  matter  (PM-10) 

Highest  24-hour  average,  ug/mA3 

50 

150 

50 

71 

81 

52 

78 

Number  of  samples 

hi 

61 

6 1 

61 

61 

Days  over  state  standard 

0 

2 

3 

1 

6 

Days  over  national  standard 

I! 

0 

u 

0 

0 

Annual  average,  ug/mA3 

30 

50 

22 

21 

23 

20 

23 

Source:  Ca.  Air  Resources  Board,   www.arb.ca.gov/adam 
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UNINSURED 

Access  to  health  care  services  is  a 
significant  issue  in  San  Francisco,  as  it  is 
throughout  California  and  the  rest  of  the  United 
States.  Lack  of  access  to  preventive  and 
ongoing  health  care  services  leads  to  higher 
rates  of  preventable  disease  and  injuries  and 
poorer  health  outcomes  from  illness  and  injury. 
A  common  indicator  of  access  to  health  care 
services  is  the  availability  of  health  insurance. 

It  is  estimated  that  about  a  quarter  of  our 
population  is  uninsured.  Compared  to  other 
large  metropolitan  areas,  ours  lias  a  higher 
proportion  of  uninsured,  and  a  higher 
proportion  of  low- income  people  who  are 
uninsured.  The  majority  of  residents  without 
health  insurance  are  employed  (full  or  part- 
time)  or  are  members  of  families  with  working 
adults. 


Health  Insurance  and  Utilization  by  Income", 
San  Francisco  MSA,  1997 


For  whole  population  (85  MSAs) 
%  w.  job-based  imur 


ome(29MSAs): 

%  uninsured 

job-based  insur. 


:  "1  i 


(among  uninsured) 


%  no  MD  visit  in  past  yr. 
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(among  uninsured 


%  w.  delayed  or  foregone  care 
(among  uninsured) 
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Among  low- income  people,  the  uninsured 
were  less  likely  to  have  a  usual  source  of  health 
care  or  to  have  seen  a  doctor  in  the  past  year. 
They  were  also  more  likely  to  have  delayed  or 
not  gotten  health  care  they  thought  they 
needed.  The  San  Francisco  metropolitan  area 
was  worse  in  each  of  these  categories  than  the 
average  for  other  metropolitan  areas. 


Source:   www.healthpolicy.ucla.edu/publications/ 

ER  Brown,  R  Wyn,  s  Teleki,  Disparities  in  Health  Insurance  and  Access  to  Care  for  Residents  Across  US  Cities. 

Commonwealth  Fund  &  UCLA  Center  for  Health  Policy  Research,  August  2000. 

*  MSA  =  Metropolitan  Statistical  Area 
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Late  Prenatal  Care  by  Mother's  Ethnicity 
and  Primary  Payor  Source,San  Francisco,1999 


ETHNICITY 

White 

Latino 

Chinese 

Black 

Filipino 

Other  Asian/P.I. 

Other 

PAYOR  SOURCE 

HMO/PHP 

Medi-Cal 

CPS/M-Cal 


■    2d  trimester 
D    3d  tnm.  or  none 


1 1 1  How  We  Lr 


PRENATAL  CARE 

Pregnant  women  should  begin  prenatal  care  in 
their  first  trimester.  Later  prenatal  care  is  an 
indicator  of  lack  of  access  to  health  care  and  is 
generally  associated  with  increased  risk  for  poor 
perinatal  and  infant  health  outcomes.  These  data 
show  that  in  San  Francisco,  African  American 
women  had  the  highest  percentage  of  late  prenatal 


Percent  Late  Prenatal  Care 


Immunization  Coverage, 
San  Francisco,  1996  and  1999 


Overall  Latino  African-Amer. 

Population  Group 


IMMUNIZATIONS 

Being  up-to-date  on  child  immunizations  at  24 
months  of  age  is  another  general  indicator  of 
children's  access  to  health  care.  The  national 
objective  for  year  2010  is  90%.  While  we  are  still 
far  below  that  goal,  in  1 999  San  Francisco  was 
doing  better  than  the  state  average  (70%  vs.  64%) 
and  much  better  than  3  years  earlier  (70%  vs.  60% 
Latino  children  still  fall  far  behind  white  and  Asian 
children  in  San  Francisco,  but  are  doing  better  than 
Latinos  in  the  state  as  a  whole,  and  improved  8% 
from  1 996  (63%  vs.  65%).     In  1 999,  African 
American  children  were  doing  slightly  better  than 
the  1999  state  and  1996  San  Francisco  rates,  but  r. 
only  improved  3%  from  1996,  compared  to  8-9% 
improvement  for  other  race/ethnic  groups. 


Source:  San  Francisco  Department  of  Public  Health,  Records  &  Statistics 
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MEDICARE  &  MEDICAL 

This  table  provides  some  descriptive 
information  about  San  Francisco's  use  of  the 
federal- state  funded  programs,  including 
Medicare  (for  seniors  and  disabled)  and  Medi- 
Cal  (Medicaid,  for  qualifying,  low- income 
people).  San  Francisco  has  a  higher  proportion 
of  its  population  on  the  state-federal  disability 
program  SSI/SSP  than  California  as  a  whole. 
Almost  half  of  all  Medi-Cal  enrol  lees  used 
medical  care,  but  less  than  7%  used  any  dental 
services 


Medicare  and  Medi-Cal  Enrollment,  San  Francisco,  1998 
Indicator  SF  SF  CA 

Number    Measure     Measure 


Measure  info 


Cal  Works 

2.1% 

4.9% 

%  of  county  pop. 

SSI/SSP 

5.8% 

3.1% 

%  of  county  pop. 

Unemployed 

2.3% 

5.0% 

%  of  labor  force  (Feb., 
2000) 

Medicare 

Enrollees 

115,952 

14.7% 

11.3% 

%  of  county  pop. 

enrollees  65+ 

102,417 

13.0% 

10.0% 

disability  beneficiaries 

13,535 

1.7% 

1.3% 

11 

Medi-Cal 

Eligibles 

106,859 

13.5% 

14.8% 

%  county  pop.;  ave./mo. 

also  eligible  for  Medicare 

34.2% 

15.6% 

%  Medi-Cal  eligibles 

Medi-Cal  eligibles  by  ethnicity 

Not  reported 

25.7% 

10.8% 

%  of  eligibles 

White 

22.3% 

29.2% 

Black 

21.4% 

14.2% 

" 

Asian/Pac.  I. 

18.6% 

7.7% 

" 

Hispanic 

1 1 .8% 

37.7% 

" 

Medi-Cal  users 

51,691 

6.5% 

5.6% 

%  county  pop.;  ave./mo. 

72.3% 

65.9% 

%  of  eligibles;  ave./mo. 

Dental  service  users 

6,599 

average  monthly  users 

Medi-alC  payments 

$  577.54 

$  447.89 

amount  per  user;  ave./mo. 

Prepaid  Health  Plan 

35,324 

ave.  monthly 

enrolless 

Source:  Ca.  Dept  of  Health  Services,  Center  for  Health  Statistics.  Health  Data  summaries  for  California  Counties.  October  2000 
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Introduction  ♦  Our  Health 


Our  health  status  is  largely  a  product  of  who  we  are  and  how  we  live.  Our  data  show  that  many 
people  in  San  Francisco  face  a  variety  of  diseases  and  injuries.  While  we  do  not  have  current  data  on 
all  disabling  conditions  or  on  the  quality  of  life  experienced  by  different  segments  of  the  population, 
we  do  present  data  on  the  most  significant  contributors  to  the  burden  of  disease  and  injury  in  San 
Francisco.  These  data  provide  us  with  a  measure  of  many  of  the  pressing  health  issues  that  we  must 
tackle  as  individuals,  communities,  and  as  a  city. 
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DISABILITY  ADJUSTED  LIFE  YEARS 

Disability  Adjusted  Life  Years  (DALYs)  are  a 
fneasure  of  the  overall  burden  of  disease  and 

injury  in  a  population.  DALYs  were  developed  by 
■the  World  Health  Organization  and  are  a 
-combination  of  years  lost  to  premature  mortality 
^(years  of  life  lost,  YLL)  and  the  number  of  years 
■lived  with  a  disabling  condition  (YLD).  The 

measure  allows  health  evidence  to  be  used  to 
lestimate  the  largest  contributors  to  reduced  years 

of  healthy  life  due  to  disease,  injury,  disability, 

and  death. 


Burden  ox  Di 


sease 


In  1998,  the  two  leading  contributors  to 
(DALYs  in  San  Francisco  were  drug  overdose  and 
alcohol  dependence.  These  were  also  the  leading 
Icauses  of  years  of  reduced  health  due  to 
disabilities.  Other  leading  causes  of  DALYs  due 
'primarily  to  disability  and  not  represented  by  high 
[mortality  were  depression,  osteoarthritis,  asthma, 
dementia,  and  diabetes. 


Drug  overdose/other  poisoning 

Alcohol  dependence 

Ischemic  heart  disease 

HIV/AIDS 

Unipolar  major  depression 

Cerebrovascular  disease 

Osteoarthritis 

Lung  cancer 

Asthma 

Alzheimer's/other  dementia 

Chronic  obstruct,  pulm.  dis. 

Diabetes  mellitis 

Respiratory/ALRI 

Suicide/self-mlicted  injury 

Hypertension 

Homicide/assault 

Motor  vehicle  accidents 

Breast  cancer 

Colorectal  cancer 

Inflammatory  cardiac  disease 


Leading  Causes  of  DALYs, 
San  Francisco,  1998 


Years  of  Life  Lost 

Years  Lived  with  Disability 


Disability  Adjusted  Life  Years 


Source:  San  Francisco  Dept.  of  Public  Health,  Community  Health  Epidemiology 

28 


Burden  or  Di 


lsease 


Leading  Causes  of  Years  of  Life  Lost 
among  Whites,  San  Francisco,  1998 


Ischemic  heart  disease 

HIV  infection/AIDS 

Drug  poisoning  UI 

Lung  cancer 

Lower  resp.  (Pneumonia) 

Suicide 

Cerebrovascular  (Stroke) 

Chronic  obstr.  pulm.  disease 

Alcohol  dependency 

Chronic  liver  &  cirrhosis 
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PREMATURE  DEATH 

SFDPH  analyzes  the  extent  to  which 
specific  causes  of  death  contribute  to  premature 
mortality  by  measuring  expected  years  of  life 
lost  (YLLs).  This  measure,  which  gives  greater 
weight  to  deaths  the  younger  the  persons  is  in 
which  they  occur,  compared  to  a  standard  life 
expectancy.  Many  of  these  years  of  life  lost 
could  be  prevented. 


Years  of  Life  Lost 


Leading  Causes  of  Years  of  Life  Lost 
among  Hispanics,  San  Francisco,  1998 


Ischemic  heart  disease 

Drug  poisoning  UI 

HIV  infection/AIDS 

I  lomiude 

Cerebrovascular  (Stroke) 

Lower  resp.  (Pneumonia) 

Motor  Vehicle-Traffic 

Lung  cancer 

Alcohol  dependence 

Inflam/infect/cardiomyop 


Years  of  Life  Lost 


Source:  San  Francisco  Dept.  of  Public  Health,  Community  Health  Epidemiology 
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PREMATURE  DEATH-continued 


Ischemic  heart  disease  is  the  leading 
cause  of  premature  mortality  for  all  4 
ethnic  groups.  HTV/AIDS  and  dnig 
poisoning  are  2nd  and  3rd  among  whites, 
Latinos,  and  African  Americans.  Note 
that  these  numbers  cannot  be  directly 
compared  among  groups  (nor  should  they 
be  compared  to  DALYs.  See  technical 
notes) 


Leading  Causes  of  Years  of  Life  Lost 

among  Asian/Pacific  Islanders, 

San  Francisco,  1998 


Ischemic  heart  disease 

Cerebrovascular!  Stroke) 

Lung  cancer 

Lower  resp. (Pneumonia) 

Liver  cancer 

Colorectal  cancer 

Chronic  obsrr.  pulm.  disease 

Suicide 

Motor  Vehicle-Traffic 

Breast  cancer 


■    Male 
□    Female 


Years  of  Life  Lost 


Leading  Causes  of  Years  of  Life  Lost 

among  African  Americans, 

San  Francisco,  1998 


Ischemic  heart  disease 

HIV  infection/AIDS 

Drug  poisoning,  Ul 

Cerebrovascular  (Stroke) 

Homicide 

Lower  resp.  (Pneumonia) 

Lung  cancer 

Inflanvinfect/cardiomyop 

Breast  cancer 

Diabetes  mellitus 


Years  of  Life  Lost 


Source:  San  Francisco  Dept.  of  Public  Health,  Community  Health  Epidemiology 
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MORTALITY 

Major  causes  of  death  are  standard 
components  of  health  indicator  data.  Healthy 
People  2010  objectives  are  set  for  many  causes 
of  mortality,  which  allow  for  national,  state, 
and  local  comparisons.  This  table  shows  how 
San  Francisco  compares  to  California  and  the 
national  objectives  in  the  most  recent  data 
available. 

Generally,  the  mortality  of  San  Franciscans 
compares  favorably  with  Californians  as  a 
whole  on  most  measures,  except  for  drug 
related  deaths  and  AIDS.  Drug  poisoning  is  the 
main  component  of  our  elevated  unintentional 
injury  rate. 


Major  Causes  of  Death,  San  Francisco,  1999 


County 

Cause  of  Death 

Number 

Adjusted  death 

95% 

Ca. 

National 

Rank 

of  deaths 

rate 

conf. 
limits 

Adjusted 
death 
rate 

objective 

9 

All  Causes  (1997-1999 
average) 

6,694.3 

7199 

688.8 

751.1 

791  5 

N/E 

25 

Coronary  heart  disease 

1,592 

164.1 

156.0 

172.2 

193.0 

166.0 

28 

Cerebrovascular  disease 

603 

61.1 

56.2 

66.0 

63.3 

48.0 

14 

All  Cancers 

1,535 

166.6 

158.2 

175.0 

179.5 

159.9 

8 

Lung  cancer 

374 

41.1 

36.9 

452 

46.9 

44.9 

6 

Female  breast  cancer 

88 

17.2 

13.5 

20.9 

24.6 

22.3 

(not 

AIDS/HIV  disease 

107 

21.7 

4.6 

N/E 

ranked) 

13 

Diabetes 

14:', 

15.3 

128 

178 

20.5 

45.0 

31 

Unintentional  Injuries 

288 

33.5 

29.5 

37.4 

275 

17.5 

12 

Motor  vehicle  accidents 

51 

6.4 

4.6 

8.2 

95 

9.2 

22 

Suicide 

83 

9  6 

7.5 

11.7 

9.4 

5  0 

41 

Homicide 

51 

6  5 

4,7 

8.4 

6  0 

3.0 

56 

Drug-related  deaths" 

178 

204 

17.3 

234 

0  1 

1.0 

16 

Firearm  injuries** 

50 

64 

4.6 

8.2 

90 

4.1 

*  Due  to  a  change  in  coding  of  causes  of  death  in  1999,  all  data  except  "All  causes"  are  for  1999  only. 

**  These  categories  include  deaths  from  other  causes,  such  as  homicide,  suicide  and  unintentional  injuries 

Adjusted  rates  are  age-adjusted  to  US  2000  standard  population 

NE=no  national  standard  established 

Note  that  changes  in  coding  and  adjustment  standard  make  it  inappropriate  to  compare  these  rates  to  those 

from  prior  years 


Source:  California  Dept.  of  Health  Services,  County  Health  Profiles,  2001;  personal  communication  (AIDS/HIV  mortality) 
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MORALITY-continued 

San  Francisco  has  a  much  higher  death  rate 
than  California  as  a  whole  for  non- elderly 
adults  ages  25  -  54.  These  are  the  age  groups 
that  are  disproportionately  affected  by  drug 
overdose  and  AIDS  mortality. 

Overall  mortality  rates  by  sex  and  ethnicity 
show  that,  within  each  ethnic  group,  male 
mortality  is  much  greater  than  of  females. 
Among  the  major  ethic  groups,  African 
Americans,  mortality  is  by  far  the  highest,  for 
both  sexes,  while  Asian/other  and 
Latino/Hispanic  mortality  is  the  lowest. 


Age-  specific  Death  Rates,  San  Francisco  and  California,  1996-1998 


Deaths 

SF  rate 

Ca  rate 

SF:Ca 
Ratio 

Summary  death  rates 

Crude  deaths 

8.4 

6.7 

1  3 

Age-adjusted  death  rate 

439.4 

425.7 

1  0 

Age-specific  death  rates 

1-4 

18.2 

29.1     * 

0  6 

5-14 

9  1 

16.7     * 

0  5 

15-24 

84.1 

78.5 

1.1 

25-34 

147.0 

98.7 

1  5 

35-44 

315.0 

182.6 

1  7 

45-54 

547.9 

382.9 

1  4 

55-64 

923.6 

906.1 

1  0 

65-74 

1999.6 

2208.0 

0  9 

75-84 

4515.1 

5300.3 

09 

85+ 

11955.2 

14349.0 

0.8 

Rate  not  considered  reliable  due  to  too  few  deaths 
Crude  and  age-specific  rates  are  deaths  per  100,000  persons  in  age  category 
Crude  rate  is  for  all  ages. 
Age-adjusted  to  1940  US  standard  population. 


Age-Adjusted  Death  Rates  by  Sex  and 
Major  Ethnicity  Group,  San  Francisco, 1998 


1200 


„ i ooo  - 

3. 

|    800  - 

Q 

13   600 

<   400 

< 
200 

0 


Li 


■    Male 
a    Female 


~ 


1 


Source:  Ca.  Dept.  of  Health  Services,  Center  for  Health  Statistics.  Health  Data  Summaries  for  California  Counties. 
October  2000 

Ca.  Dept.  of  Health  Services  vital  Statistics  Query  system,  http://www.dhs.ca.gov/hisp/applications/vsq/vsq.cfm 
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Disabilities 

Persons  receiving  federal         Category 
SSI  payments 

Total  Aged 


Age 


Blind  & 
disabled 


1 1 1  Our  Health 


DISABILITY 

We  have  no  systematic  data  showing  the 
number  of  San  Franciscans  whose  ability  to 
function  in  daily  living  are  hampered  to  various 
degrees  by  disabilities.  Among  those  who  are 
more  severely  disabled,  such  that  their  ability 
to  work  is  seriously  compromised,  many  will 
receive  Supplemental  Security  Income  (SSI). 
This  federal  program  is  administered  by  the 
Social  Security  Administration;  recipients' 
benefits  are  supplemented  by  the  state  SSP 
program. 

December  1999  data  show  that  46,371  San 
Franciscans  received  benefits  from  the 
program.  Of  these,  44%  were  classified  as  aged 
and  56%  as  blind  or  disabled.  This  differs 
markedly  from  the  statewide  program 
proportions  of  31%  aged  and  69%  blind  or 
disabled.  Accordingly,  a  much  higher 
proportion  of  SSI  recipients  were  over  65  in 
San  Francisco  (57%)  than  in  California  (44%), 
and  a  lower  proportion  were  under  age  1 8 
(1.9%,  compared  to  7.5%  statewide).  Almost  a 
third  of  San  Franciscans  on  SSI  also  received 
social  security  retirement,  survivor  or  disability 
benefits. 


Amount  of 
SSI  w.  payments 
OASDI        ($1,000s) 


California 

1998 

1,042.002 

324,774 

717,228 

78,861 

505,786 

457,355 

393,012 

$  496,115 

1999 

1,065,323 

330,225 

735,098 

79.911 

518,376 

467,036 

400,389 

$  527,559 

1998-1999  change 

2.2% 

1 .7% 

2.5% 

1.3% 

2.5% 

2.1% 

1.9% 

6.3% 

Part  of  total 

1.000 

0.310 

0.690 

0.075 

0.487 

0.438 

0.376 

- 

San  Francisco 

1998 

46,036 

20,096 

25,940 

975 

19,112 

25.949 

14,727 

S 

23,452 

1999 

46,371 

20,451 

25,920 

892 

19,036 

26,449 

14,861 

S 

24,685 

1998-1999  change 

0.7% 

1 .8% 

-0.1% 

-8.5% 

-0.4% 

1.9% 

0.9% 

5.3% 

Part  of  total 

1.000 

0.441 

0.559 

0.019 

0.411 

0.570 

0.320 

-- 

SFas%ofCA(1999) 

4.4% 

6.2% 

3.5% 

1.1% 

3.7% 

5.7% 

3.7% 

4.7% 

Source:  SSA,  SS/  Recipients  by  State  and  County,  December  1998  and  December  1999,  Table  3. 
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HIV/AIDS 

The  number  of  new  AIDS  cases 
peaked  in  1 992,  corresponding  to  the 
peak  in  the  incidence  of  HIV  infection 
in  the  early  1 980s.  The  incidence  of 
AIDS  has  declined  since  1992. 

In  recent  years,  the  decline  in  AIDS 
incidence  has  been  attributed  in  part  to 
the  use  of  highly  active  antiretro viral 
therapies  (HAART),  which  became 
widely  available  in  1 996.  HAART  has 
both  prolonged  the  time  from  HTV 
infection  to  the  development  of  AIDS 
and  has  increased  the  survival  after 
AIDS.  The  impact  of  HAART  on 
reducing  HTV  related  morbidity  and 
mortality  may,  paradoxically  be 
contributing  to  a  recent  increase  in 
sexual  risk  behaviors  among  men  who 
have  sex  with  men,  the  group  most 
severely  affected  by  HTV  infection  in 
San  Francisco.  The  change  in  level  of 
risk  behaviors  has  led  to  an  increase  in 
the  estimated  incidence  of  HTV 
infection  among  men  who  have  sex 
with  men. 

The  result  of  the  increase  in  HTV 
incidence,  coupled  with  the  decreases  in 
AIDS  incidence  and  deaths,  has  been  an 
ever- increasing  number  of  persons 
living  with  HTV/ AIDS  who  are  in  need 
of  HTV  related  prevention,  health  care, 
and  social  services. 


AIDS  Cases  by  Transmission  Category,  Sex,  Ethnicity, 
and  Year  of  Diagnosis,  San  Francisco,  1990-1999 


Number 

of  Cases 

1990-2000 

1990 

1992 

1996 

2000' 

Diff. 

%  Change 

Transmission  Category 

MSM 

1846 

2009 

8 1 3 

269 

-1577 

-85% 

IDU 

123 

,:;.' 

1 56 

81 

-42 

-34% 

MSMIDU 

305 

346 

155 

55 

-250 

-82% 

Lesbian  IDU 

4 

7 

1 

0 

-4 

-100% 

Hemophiliac 

2 

7 

0 

0 

-2 

-100% 

Heterosexuals 

26 

39 

34 

24 

-2 

-8% 

Transfusion 

13 

11 

5 

3 

-10 

-77% 

Other 

11 

19 

18 

9 

■2 

-18% 

Pediatric  (0-12) 

4 

4 

3 

1 

-3 

-75% 

Sex 

Male 

2267 

2544 

1094 

399 

-1872 

-83% 

Female 

67 

110 

91 

47 

-20 

-30% 

Ethnicity 

White 

1766 

1897 

738 

252 

-1514 

-86% 

African  Am. 

261 

322 

216 

93 

-168 

-64% 

Latino 

223 

340 

171 

74 

-149 

-67% 

Asian/PI 

69 

71 

53 

21 

-48 

-70% 

Native  Am. 

15 

24 

7 

2 

-13 

-87% 

Total 

2334 

2654 

1185 

442 

-1892 

-81% 

*  Cases  reported  may  not  be  complete  in  later  years. 

New  Cases,  Deaths,  and  Numbers  Living  with  AIDS. 
San  Francisco,  1980-2000 

9000 
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7000  — 
6000  — 
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/- 
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■'       v** 
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1 
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Year 


Source:  San  Francisco  Dept.  of  Public  Health,  AIDS  Surveillance  Unit,  Special  Analysis,  December  2001 
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HIV/AIDS-continued 


MSM  HIV  Incidence  Estimates, 
San  Francisco,  1997  and  2000 


Jse  of  Highly  Active  Antiretroviral  Therapy  (HAART)  among  Persons 
Living  with  AIDS  between  1996  and  1999,  San  Francisco 


Population 

Group 

Number  of  Cases 

Percent  Receiving 
HAART 

Total 

9001 

65% 

Sex 

Male 

8489 

65% 

Female 

512 

58% 

Race/Ethnicity 

White 

6195 

66% 

African  American 

1389 

58% 

Latino 

1047 

66% 

Asian 

322 

72% 

Native  American 

48 

73% 

Transmission  Categc 

ry 

Men  who  have  sex  with 

nen 

(MSM) 

6531 

68% 

Injection  drug  user  (IDU) 

9  SO 

52% 

MSM  and  IDU 

1205 

59% 

Other 

J15 

68% 

Calendar  Year 

1996 

7043 

41% 

1997 

7132 

vn, 

1998 

7380 

66% 

1999 

7483 

69% 

Source:  San  Francisco  Dept.  of  Public  Health,  HIV  Seroprevalence  and  AIDS  Surveillance  Units 
http://hivinsite.ucsf.edu/consensus/ 
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SEXUALLY  TRANSMITTED  DISEASE 

The  number  of  reported  sexually 
transmitted  diseases  (STDs)  increased  in  2000 
over  the  previous  year.  Gonorrhea  cases 
increased  by  34  percent,  chlamydia  cases 
increased  by  13  percent,  and  early  syphilis 
cases  increased  by  61  percent.  The  number  of 
cases  remains  far  below  the  levels  from  twenty 
years  ago,  however,  when  San  Francisco  had 
18,000  gonorrhea  cases  and  2000  early  syphilis 
cases. 

Recent  analysis  of  data  on  reported  cases 
and  City  Clinic  medical  record  data  has 
suggested  that  recent  increases  in  STDs  may  be 
mainly  among  men  who  have  sex  with  men,  a 
group  that  would  also  be  at  increased  risk  for 
transmission  of  HIV.  STD  prevention  efforts 
in  2001  will  be  focusing  on  this  community. 


Trends  in  reported  STD  cases  by  month, 
Decmber  1998  through  December  2000. 


■  -  Chlamydia 
—  Gonorrhea 

—  Early  syphilis 


Sexually  Transmitted  Diseases  among  San  Francisco  Residents,  1998- 
2000 

Number  of  Cases  Change,        Rates 

Disease  1998         1999        2000      1999-2000       1998 


1999      2000 


Gonorrhea:  All  groups 

1,850 

1,609 

2,140 

33% 

256 

220 

298 

White 

679 

676 

810 

20% 

201 

243 

Asian 

60 

61 

91 

49% 

29 

30 

46 

Hispanic 

1  79 

188 

282 

50% 

178 

187 

282 

African  American 

604 

565 

569 

1% 

791 

740 

751 

Adolescents  (<20) 

250 

205 

178 

-13% 

403 

580 

503 

M.  rectal  gonorrhea 

158 

159 

1 99 

25% 

Chlamydia 

2,611 

2,723 

3,075 

13% 

369 

430 

Adolescents  (<20) 

892 

715 

810 

13% 

1758 

2022 

2291 

Syphilis 

129 

1 26 

157 

25% 

Early  syphilis 

40 

44 

71 

61% 

6 

6 

3 

Congenital  syphilis 

1 

1 

1 

Rates  are  cases  per  100,000  population  per  year,  based  on  1990  census  population,  not  adjusted. 


Source:   San  Francisco  Dept.  of  Public  Health,  STD  control  &  Prevention 
http://www.dph.sf.ca.us/Reports/STD/std0012.pdf 
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TUBERCULOSIS 

San  Francisco  led  the  nation  in  1999  with 
the  highest  TB  case  rate.  In  2000,  the  number 
of  cases  of  TB  were  at  an  all-time  low  in  San 
Francisco,  but  the  disease  is  still  alive  and  a 
concern,  with  a  rate  twice  that  of  California  and 
3  times  that  of  the  nation.  Much  of  this  high 
rate  continues  to  be  driven  by  the  large  number 
of  foreign  bom  immigrants  coming  to  San 
Francisco.  The  disease  disproportionately 
affects  those  living  in  poverty  and  under 
crowded  conditions  (e.g.,  homeless  and  recent 
immigrants)  and  from  countries  where  TB 
disease  is  endemic  (e.g.,  the  Philippines  and 
China).  TB  still  poses  a  threat  to  individuals 
living  with  AIDS;  rates  of  coinfection  remain  at 
around  25%,  despite  falling  number  of  cases. 
Collaborative  community  efforts  have  helped 
with  monitoring  of  medication  adherence  and 
effectiveness  and  resulted  in  substantial 
decreases  in  drug  resistance  rates. 


600 


500 


™    400 


Z    300 
i   200 


100 


Year 


■Total  TB  Cases 


Foreign  Born  -■• 


■TB  Cases  with  AIDS 


Source:  San  Francisco  Dept.  of  Public  Health,  Tuberculosis  Control 
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HEPATITIS  C 

Hepatitis  C  (HCV)  is  an  important  disease 
because  it  has  a  high  incidence,  is  silent  for 
many  years,  is  infectious,  and  can  cause  long- 
tenn  disability  through  chronic  liver  disease. 
The  table  below  shows  the  estimated  risk  and 
prevalence  in  high-risk  groups  in  San 
Francisco.  Many  of  the  risk  factors  for 
Hepatitis  C  are  the  same  as  those  for  HIV 
transmission. 


Estimated  San  Francisco  Hepatitis  C  infections  by  risk  group 

Risk  prevalence  est.   Proportion  in         Number   SF  estimated  number 

in 
Population  group         Low  High  risk  group  risk  Low  High 

group 


general  pop. 

0.02 

0.02 

767,252 

11,509 

17,647 

IDU 

0.72 

0.86 

17,100 

12,312 

14,706 

STDhx 

0.01 

0.10 

0.17 

130,433 

1,304 

13,043 

Abnormal  ALT 

0.10 

0.18 

0.05 

38,363 

3,836 

6,905 

2-9  sex  partners 

0.01 

0.02 

0.52 

333,421 

3,334 

6,668 

10-49  sex  partners 

0.03 

0.03 

0.22 

141,063 

4,232 

4,232 

50+  sex  partners 

0.06 

0.16 

0.04 

25,648 

1,539 

4,104 

Pre-1990 

0.05 

0.09 

0.06 

4,143 

transfusion 

46,035 

2,302 

MSM 

0.02 

0.18 

39,000 

780 

7,020 

Health  workers 

0.01 

0.02 

0.09 

69,053 

691 

1,381 

Others 

51,475 

227 

745 

note  that  categories  are  not  mutually  exclusive,  so  estimated  numbers  cannot  be  added  together 


Source:  San  Francisco  Dept.  of  Public  Health,  Community  Health  Epidemiology  and  Disease  Control 
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Cardiovascular  Disease  Mortality  Rates 
by  Ethnicity,  San  Francisco,1994-1997 
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CARDIOVASCULAR  DISEASE 

Cardiovascular  disease  includes  Ischemic 
Heart  Disease  (IHD),  stroke,  and  other  forms  of 
heart  disease.  IHD  is  the  leading  cause  of  death 
for  both  men  and  women,  and  stroke  is  among 
the  leading  causes  each  year.  Rates  have  been 
declining  somewhat  among  all  groups,  but 
there  are  still  very  large  differences  across 
ethnic  groups  in  San  Francisco,  as  there  are 
elsewhere.  African  Americans  have  by  far  the 
highest  rates,  well  over  twice  mat  of  the  groups 
with  the  lowest  rates,  Asian/others  and 
Hispanics.  Whites'  rates  are  in  between, 
significantly  lower  than  African  Americans  but 
still  significantly  higher  than  the  other  groups. 
IHD  and  stroke  mortality  rates  among  males  of 
each  ethnicity  are  significantly  higher  than 
rates  among  females.  A  large  part  of  these 
differences  can  be  attributed  to  differing 
exposures  to  well-established  risks,  including 
hypertension,  diabetes,  cholesterol,  smoking, 
diet,  exercise,  and  stress. 


Source:  California  Department  of  Health  Services  Website,  Vital  Query  System 
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DIABETES 

Diabetes  ranked  12th  among  San  Francisco's 
leading  causes  of  disability  adjusted  life  years. 
People  with  Diabetes  are  2  to  4  times  as  likely 
to  die  from  coronary  heart  disease  and  twice  as 
likely  to  die  from  stroke  as  people  without 
diabetes.  More  than  80%  of  people  with 
diabetes  die  from  some  form  of  cardiovascular 
disease. 

Diabetes  prevalence  increases  with  age  and 
body  weight,  and  is  lower  among  college 
graduates  (4%)  than  among  those  with  no  more 
than  a  high  school  education  (7.2%).  Diabetes 
has  been  increasing  among  California  adults 
since  the  mid- 1 980s,  especially  among  women. 
Statewide,  Latinos/Hispanics  (12.9%)  and 
African- Americans  (14.5)  have  higher  rates 
than  whites  (4.3%). 


Diabetes  by  Major  Ethnicity  (iroup, 
San  Francisco,1994-1996 


o 


lb 


i 


■    Male 
□    Female 


Jl 


Prevalence  by  ethnicity  and  sex  for  the  Bay 
Area  (San  Francisco,  San  Mateo,  Santa  Clara, 
and  Alameda  counties)  are  shown  in  this  graph. 
For  those  groups  with  sufficient  data,  the 
prevalence  among  Latino/Hispanic  and 
African- American  females  was  significantly 
greater  than  among  white  females.  Where  bars 
are  missing,  data  were  insufficient  to  produce  a 
reliable  estimate  for  that  group. 


Source:  Gazzinga  JM,  Kao  C,  et.  al.  Cardiovascular  Disease  Risk  Factors  Among  California  Adults.  1984-1996. 
Sacramento:  California  Department  of  Health  Services  and  UCSF,  Institute  for  Health  and  Aging,  1998.   pp.  22,26. 
Missing/insufficient  data  due  to  small  subgroup  sample  size  (<50).  Data  from  Ca.  BRFS.  Bay  Area  counties  are  SF, 
Alameda,  San  Mateo,  and  Santa  Clara. 
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High  Blood  Pressure  by  Major  Ethnicity  Group, 
SanFrancisco,1994-1996 
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HIGH  BLOOD  PRESSURE 

High  Blood  Pressure  (HBP),  or 
hypertension,  is  the  single  most  important  nsk 
factor  for  stroke.  People  with  uncontrolled 
HBP  are  as  much  as  seven  times  more  likely  to 
develop  stroke  than  others,  and  three  to  four 
times  as  likely  to  develop  heart  disease  as  well. 
Most  high  blood  pressure  can  be  prevented  or 
controlled  by  a  combination  of  regular  exercise, 
weight  control,  limiting  sodium  and  alcohol  in 
the  diet,  and,  if  necessary,  prescription 
medications. 

HBP  prevalence  has  stayed  relatively  steady 
since  the  mid-1980s.  Prevalence  increases 
greatly  with  age.  Sex  differences  in  prevalence 
are  relatively  small,  but  there  are  significant 
ethnic  differences.  African- Americans  have  the 
highest  prevalence;  with  men  (41 .5%)  having 
significantly  higher  prevalence  than 
Asian/other  (15.6%),  Latino/Hispanic  (22.1%), 
or  white  (22.8%)  men,  and  African  American 
women  (35%)  being  higher  than  white  women 
(23.7%). 


Bay  Area  prevalences  are  shown  in  the 
figure  for  groups  for  which  data  were  sufficient 
to  make  reliable  estimates.  There  are  no 
significant  male-female  differences  within 
ethnic  groups.  Among  men,  Latinos/Hispanics 
have  significantly  higher  prevalence  than 
Asian/other,  and  African- American  women 
have  significantly  higher  prevalence  than 
women  of  any  of  the  other  ethnic  groups. 

Hypertension  ranked  15th  among 
contributors  to  overall  burden  of  disease  in  San 
Francisco  in  1998  (DALYs) 


Source:  Gazzinga  JM,  Kao  C,  et.  al.  Cardiovascular  Disease  Risk  Factors  Among  California  Adults,  1984-1996. 
Sacramento:  California  Department  of  Health  Services  and  UCSF,  Institute  for  Health  and  Aging,  1998.   pp.  22,26. 
Missing/insufficient  data  due  to  small  subgroup  sample  size  (<50).  Data  from  Ca.  BRFS.  Bay  Area  counties  are  SF, 
Alameda   Ran  Mateo   and  Santa  Clara 
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I  CANCER 

|         From  1993  to  1997,  the  highest  rate  of  cancer  incidence 
(occurrence)  among  males  was  for  prostate  cancer,  almost 
twice  that  of  lung  cancer.  However,  the  death  rate  of  lung 
cancer  was  2.7  times  that  of  prostate  cancer. 


San  Francisco  Cancer  Incidence  by  Sex  &  Ethnicity,  1993  -  1997 


ALL 

Males:  All 

1992-96 

Males:  Rates  by  Ethnicity 

No. 

No. 

Rate 

LCI 

UCI 

Rate 

White 

Afr.-Amer. 

Latino 

Asian/Oth. 

All  cancers 

20,632 

11,698 

512.9, 

503.4  , 

522.5 

542 

I     1.9  " 

724.3  — 

357.9 

326.8 

Prostate  cancer 

2,780 

2,780 

128.2 

123.5  , 

133.1 

135.7 

139.4  ** 

245.1  ~* 

94.6 

71.8 

Lung  cancer 

2,549 

1,462 

67.1 

63.7  , 

70.6 

71.3 

72.8** 

109.7  *** 

30.8 

57.5      * 

Kaposi's  sarcoma 

1,306 

1,296 

44.7 

42.2  , 

47  2 

57.4 

66.8"* 

38.6  ' 

38.9 

5.0 

Colorectal  cancer  (invasive) 

2,334 

1,190 

530 

50.0  . 

56  1 

52.5 

55.1  ' 

73.3  *** 

338 

49.4      ' 

Non-Hodgkin's  lymphoma 

1,289 

986 

38.9 

36.4  , 

41.5 

42.8 

52.1  *** 

33.4  * 

32.0 

14.7 

Bladder  cancer 

724 

508 

22  8 

20.8  , 

24.9 

23.4 

34  *** 

18.3  " 

126 

97 

Mouth/oropharynx  cancers 

563 

384 

18.0 

16.2  , 

19.9 

18.8 

19.8 

25  6 

11  9 

16.1 

Liver 

410 

315 

147 

13.1  . 

16.4 

14.0 

9.6 

15  9 

10  5 

23.4      * 

Stomach  cancer 

498 

298 

134 

11.9  , 

150 

13.5 

11.1 

26.8  ~* 

12.4 

"42 

Melanoma/skin  cancers 

466 

269 

11  5 

10.1  , 

13  0 

11.7 

21.0  * 

- 

2.1 

- 

(invasive) 

Leukemia 

441 

242 

11.4 

9.9  , 

12.9 

12.9 

13.3 

9.0 

8.3 

Pancreas 

436 

197 

9.0 

7.8  . 

10.3 

9.9 

9.3 

15.3 

8.4 

6.9 

ALL 

Females 

All 

992-96 

Females: 

Rates  by  Eth 

nicity 

No. 

No. 

Rate 

LCI 

UCI 

Rate 

White 

Afr.-Amer. 

Latino 

Asian/Oth. 

All  cancers 

20,632 

8,934 

325.8 

318.6  , 

333.1 

329.6 

402.3  — 

349.8  ** 

225.2 

247.8 

Breast  cancer  (invasive) 

2,600 

2,600 

100.3 

96.2  , 

104.4 

101.1 

131.9  '" 

104.8  " 

65.6 

65.2 

Colorectal  cancer  (invasive) 

2,334 

1,144 

36.6 

34.3  , 

38.9 

37.7 

40.6  * 

32.0 

2o4 

35.9 

Lung  cancer 

2,549 

1,087 

37  6 

35.3  , 

40  0 

38.1 

47.5  " 

53.5  * 

29  1 

27  1 

Breast  cancer  (in  situ) 

567 

567 

23  6 

21.6  , 

25.7 

23.1 

28.7  * 

28.9  * 

9  3 

19.2* 

Corpus  uteri  cancer 

515 

515 

20  1 

18.3  , 

22  0 

20.5 

25.1* 

178 

1 0  2 

16  6 

Ovarian 

.376 

375 

14  6 

13.1  , 

16.3 

14.4 

20.4  * 

9.0 

13.0 

9  8 

Non-Hodgkin's  lymphoma 

1,289 

303 

10  7 

9.4  , 

12  0 

11.3 

11.7 

10  ' 

11  0 

8  7 

Pancreas 

436 

289 

7.2 

6.2  , 

8.2 

7.1 

7.3 

16.0  *** 

5  8 

4  8 

Cervix  uteri 

23S 

238 

93 

8  1   . 

10  6 

10.3 

6.9 

11.1 

'.4 

1  D  5 

Bladder  cancer 

724 
498 

216 
200 

6.9 
6.4 

5.9  , 
5.5  , 

7.9 

6.4 

9.5* 

7.2 

4.8 

3.8 

Stomach  cancer 

7.4 

6.4 

5.4 

5.2 

6.3 

8.2 

Leukemia 

441 

199 

8  1 

6  9 

9  5 

8  2 

9.8 

7.3 

52 

6  7 

Melanoma/skin  cancers 

466 

197 

77 

6.6  , 

8  9 

7  3 

15.1  * 

- 

1.7 

0.6 

(invasive) 

Mouth/oropharynx  cancers 

563 

179 

67 

5.7  , 

7.7 

6  7 

7.4  * 

67 

22 

7  r 

Kaposi's  sarcoma 

1,306 

10 

0.3 

0.3 

0.4 

(<5) 

(<5) 

(<5) 

Data  are  for  1993-1997.  "No."  is  numbers  of  incident  cases  in  5-year  period.  Ranking  is  by  sex-specific  number  of  cases. 

Rates  are  age  adjusted  to  standard  1970  US  population.  (Not  calculated  for  <5  cases.) 

LCI,  UCI  are  lower  and  upper  95%  confidence  intervals  for  rate  estimates. 

source:  NCCC,  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area,  1988-1997.  March,  2000 

website:  http://www.nccc.org/Pubs/reg8annual.htm 

***  Significantly  higher  than  all  other  ethnicity  groups  of  same  sex 

**    Significantly  higher  than  next  highest  ethnicity  group  of  same  sex 

*  Significantly  higher  than  lowest  ethnicity  group  of  same  sex 


Source:  Northern  California  Cancer  Center,  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area,  1988-1997.  March,  2000 
http://www.nccc.org/Pubs/reg8annual.htm 
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CANCER-continued 

Among  females,  invasive  breast  cancer  had  the 
highest  incidence,  more  than  double  that  of  lung 
and  colorectal  cancers,  but  the  death  rate  from  lung 
cancer  was  a  third  higher  than  that  of  breast  cancer, 
and  almost  double  that  of  colorectal  cancer. 

There  are  important  differences  by  sex  and 
ethnicity  in  both  cancer  incidence  and  mortality. 
African    American    males    had    significantly    higher 
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incidence  and  mortality  than  all  other  ethnic  groups. 
Whites  had  the  second  highest  incidence  and 
mortality,  significantly  higher  than  Asians  or 
Latinos.  White  females  had  significantly  higher 
incidence  than  all  other  ethnic  groups  followed  by 
African  American  females,  but  African  American 
female's  mortality  was  highest,  followed  by  white 
females.  Comparing  1993  -1997  rates  to  those  for 
1992  -  1996,  male  incidence  and  male  and  female 
mortality  declined  somewhat,  despite  data  for  4  of 
the  5  years  measured  being  the  same. 


San  Francisco  Cancer  Mortality  by  Sex  &  Ethnicity,  1993  - 1997 


MALE 

All  Males 

1992-96 

White 

African- 

f\merican  Latino 

Asian/other 

No. 

Rate 

LCI 

UCI 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

All  cancers 

4,048 

179.4 

173  8 

185.1 

188.2 

2,219 

196.9  ** 

554 

297.4  *** 

297 

130.2 

957 

135.0 

Lung  cancer 

1,111 

50.5 

47.5 

53.6 

53.8 

582 

54.3  ** 

173 

92.8*** 

63 

28.1 

281 

39.6 

Prostate  cancer 

455 

i  a  6 

169 

20.4 

20.3 

267 

21.6  * 

91 

47.9  *** 

36 

14.7  * 

58 

74 

Colorectal  cancer 

428 

18  4 

16.7 

20.2 

19.6 

249 

21.0* 

48 

26.4  * 

29 

13.4 

100 

13.6 

Liver  cancer 

223 

10  4 

9.1 

11.8 

105 

68 

6.3 

25 

14.1 

22 

10.2 

107 

15.9  * 

Non-Hodgkm's  lymphoma 

201 

8.5 

7.3 

9.7 

8.1 

123 

10.2  * 

14 

7.3 

25 

9.5 

38 

5  1 

Stomach  cancer 

181 

8  1 

6.9 

9.3 

8.3 

69 

6.2 

31 

16.6* 

20 

8.9 

61 

8.5 

Pancreas  cancer 

170 

7.6 

6.5 

8.8 

8.1 

95 

8.5 

19 

10.6 

16 

7.3 

40 

5  6 

Leukemia 

140 

6  4 

5.4 

7.6 

7.0 

81 

7.1 

18 

9.7 

9 

3.7 

31 

48 

Esophageal  cancer 

112 

5.1 

4.2 

6.1 

5.6 

63 

5.9* 

18 

9.9* 

5 

2.2 

26 

3.7 

Mouth/oropharynx  cancers 

104 

4.9 

4.0 

6.3 

5.3 

44 

4.3 

15 

8.6 

12 

5.2 

33 

5.0 

FEMALE 

All  Females 

1992-96 

White 

African- 

American 

Latino 

Asian/other 

No. 

Rate 

LCI 

UCI 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

All  cancers 

3,717 

120.8 

116.6 

125.1 

130.1 

2,157 

141.4  *• 

468 

179.6  "* 

270 

83.5 

808 

89.4 

Lung  cancer 

824 

26.6 

24.7 

28.6 

27.1 

515 

34.8  ** 

106 

42.5* 

40 

10.9 

161 

17  1 

Breast  cancer 

560 

1 9.9 

18.2 

21.7 

20.3 

336 

24.4  ** 

82 

32.4  * 

43 

14.9 

97 

11.6 

Colorectal  cancer 

465 

13.7 

12.3 

15.1 

13.0 

261 

14.8  * 

50 

18.8* 

26 

7.5 

125 

13.1  * 

Pancreas  cancer 

220 

6  5 

5.6 

7.4 

6.4 

129 

7.4  * 

38 

13.3  *** 

16 

3.9 

36 

3.9 

Ovarian  cancer 

193 

6  8 

5  8 

7.9 

7.2 

128 

9.1  * 

12 

4.5 

23 

7.2 

30 

3.9 

Non-Hodgkin's  lymphoma 

150 

44 

3  6 

5.2 

4.8 

99 

5.4 

11 

4.0 

13 

3.5 

27 

3.1 

Leukemia 

147 

5.2 

4.2 

6.1 

4.9 

86 

6.0 

11 

4.1 

13 

4.8 

37 

4  4 

Stomach  cancer 

120 

3.7 

3  0 

4.4 

3.8 

54 

3.0 

8 

2.3 

12 

4.1 

46 

5  0 

Cervix  uteri  cancer 

95 

2.6 

2.3 

3.6 

3.1 

60 

3.4 

16 

5.9  * 

5 

1.6 

14 

1  6 

Corpus  uteri  cancer 

70 

2.6 

2.0 

3.3 

3.1 

25 

2.4 

12 

4.0 

10 

3.9 

23 

2.5 

Data  are  for  1993-1997.  "No."  is  numbers  of  deaths  in  5-year  period.  Ranking  is  by  sex-specific  number  of  deaths. 
Rates  are  age  adjusted  to  standard  1970  US  population.  (Not  calculated  for  <5  deaths.) 
LCI,  UCI  are  lower  and  upper  95%  confidence  intervals  for  rate  estimates. 
***  Significantly  higher  than  all  other  ethnicity  groups  of  same  sex 
"    Significantly  higher  than  next  highest  ethnicity  group  of  same  sex 


Source:  NCCC,  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area,  1988-1997.  March,  2000 
http://www.nccc.orq/Pubs/req8annual.  htm 
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ASTHMA 

Astlima  ranked  9th  among  contributors  to 
overall  burden  of  disease  in  San  Francisco  in 
1998(DALYs). 

Hospitalization  rates  for  asthma  declined  for 
all  groups  from  1991-1994  and  from  1995  - 
1 997,  both  overall  and  among  children. 
However  San  Francisco  still  continued  to  rank 
among  the  highest  for  asthma  hospitalization 
rates  for  each  ethnic  group  compared  to  other 
California  counties.  African  Americans  have 
significantly  higher  rates  than  other  ethnic 
groups  both  overall  and  among  children,  and 
Latino/Hispanic  children  have  significantly 
higher  rates  than  whites  and  Asian/P.I. 
children. 


Asthma  Hospitalization  Rates  by  Ethnicity,  San  Francisco,  1991-94  and  1995-97 


1991-1994 

1995-1997 

SF  Rate 

95% 

SF 

Counties 

SF  Rate 

95% 

SF 

Counties 

Conf. 

Rank 

Ranked 

Conf. 

Rank 

Ranked 

Interval 

Interval 

Children  0-14 

White 

34  5 

(313-378) 

2 

52 

221 

(193-252) 

6 

44 

African-American 

805 

(740-872) 

6 

30 

664 

(594-737) 

9 

23 

Hispanic 

556 

(505-610) 

1 

35 

351 

(310-393) 

2 

30 

Asian/other* 

44  3 

(410-477) 

1 

29 

213 

(189-239) 

1 

19 

All  Ages 

White 

151 

(143-158) 

7 

57 

128 

(119-173) 

8 

55 

African-American 

515 

(490-540) 

5 

35 

463 

(435-492) 

5 

29 

Hispanic 

208 

(195-222) 

2 

39 

134 

(122-147) 

4 

34 

Asian/other* 

177 

(168-186) 

1 

36 

113 

(106-121) 

1 

23 

Category  defined  as  "Asian/other"  in  1991-94,  and  as  'Asian/Pac.  I."  in  1995-97. 

Rates  are  per  100,000age-adjusted  to  the  standard  1940  population. 

Ranks  are  among  counties  with  at  least  20  cases,  with  ranking  from  1=highest  rate. 


Source:  California  Dept.  of  Health  Services,  County  Asthma  Hospitalization  ChartBook,  1997  and  2000. 

Cited  in  Jennifer  Mann,  "Asthma  in  San  Francisco."  November  2000.  San  Francisco  Dept.  of  Public  Health 
http://www.dph.sf.ca.us/Reports/asthma00.pdf 
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Estimated  Seriously  Mentally  III  and  Unmet  Need 
by  Age,  San  Francisco  1997-1998 


■ 

est.mated 

previ 

ence 

u 

upper  hm 

el  need 

D 

lowcrlim 

t,unn 

etneed 

I 


Suicide  Deaths  in  Sati 

Francisco, 

1989-90  to  1999-2000 
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MENTAL  ILLNESS 

The  California  Mental  Health  Planning 
Council  developed  estimates  for  California 
counties  of  prevalence  of  serious  mental  illness, 
along  with  estimated  levels  of  unmet  need  for 
mental  health  services  for  the  people  with  these 
conditions.  San  Francisco's  prevalence  rate  is 
believed  to  have  been  underestimated,  but  at 
7.84%  was  still  the  highest  among  the  counties. 
The  upper  and  lower  limit  estimates  shown 
here  are  based  on  different  assumptions  about 
the  extent  of  private  care,  after  accounting  for 
those  receiving  services  through  the  public 
system. 

The  Disability  Adjusted  Life  Years 
(DALYs)  method  ranks  psychiatric  diagnoses 
related  to  alcohol  dependence  as  the  second 
leading  cause  of  years  of  healthy  life  lost. 
Depression  was  the  5th  leading  cause,  and 
suicide  was  the  14th. 


SUICIDE 

Between  1997  -  1999  there  was  a  decline  in 
the  overall  number  of  suicides.  The  number  of 
suicides  can  only  reflect  those  cases  that  can  be 
positively  determined  to  be  suicides.  It  is 
assumed  that  some  suicides  are  not  classified  as 
such.  The  two  leading  methods  of  suicide  are 
by  firearm  and  by  drug  overdose. 
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Source:  San  Francisco  Office  of  Medical  Examiner.   Annual  Report  (various  years) 

Ca.  Mental  Health  Planning  Council,  Ca.  Mental  Health  Master  Plan  (draft).  Chapter  2,  Unmet  Need.  Sacramento,  Ca.  2000 
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LOW  BIRTH  WEIGHT 

Low  birth  weight  (birth  weight  less  than 
2500  grams)  increases  infants'  risk  of  infant 
mortality  and  other  health  problems,  and  very 
low  birth  weight  (birth  weight  less  than  1 500 
grams)  increases  these  risks  even  more,  hi  San 
Francisco,  the  highest  rates  of  low  and  very  low 
birth  weight  babies  are  bom  to  African 
American  women. 

INFANT  MORTALITY 

Infant  mortality  is  widely  considered  to  be  a 
core  indicator  of  a  community's  health  status. 
The  overall  infant  mortality  rate  for  San 
Francisco  is  lower  than  that  for  California  as  a 
whole.  In  San  Francisco,  infant  mortality  rates 
declined  for  all  groups  except  Latinos  between 
1 998  -  99.  Infant  death  rates  are  still  much 
higher  for  African  Americans  in  San  Francisco 
than  for  any  other  group  measured. 


Low  Birthweight  by  Mother's  Ethnicity 
and  Primary  Favor  Source.San  Francisco.1999 


ETHNICITY 

White 

Latino 

Chinese 

Black 

Filipino 

Other  Asian/P.I. 

Other 

PAYOR  SOURCE 

HMO/PHP 

Medi-Cal 

CPS/M-Cal 


■    low  birthweighl 
D    very  low  birthwl 


Percent  Low  Birthweight 


Infant  Death  Rates  by  Mother's  Ethnicity, 
San  Francisco,  1998-99 
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NC:  not  calculated  due  to  <5  deaths 


Source:  San  Francisco  Dept.  of  Public  Health,  Records  &  Statistics 
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General  Notes  on  Data 

Variability  and  uncertainty  in  data 

All  measures  of  events  occurring  in  populations  are  subject  to  a  variety  of  sources  of 
uncertainty,  including  random  variability.  This  means  there  is  a  certain  unsystematic  variability 
inherent  in  whether  an  event  (like  a  death)  occurs  at  a  specific  time.  This  variability  is  inversely 
related  to  the  number  of  events,  so  it  is  greater  for  very  few  events,  and  relatively  much  less 
when  many  events  are  involved.  Therefore  rates  based  on  very  few  events  are  considered 
unstable  and  unreliable,  and  are  typically  not  reported.  In  general,  in  this  report  we  do  not  show 
rates  calculated  for  less  than  5  events. 

Confidence  intervals  are  a  way  to  quantify  the  reliability  of  rates  and  other  measures.  The  95% 
confidence  interval  is  the  interval  within  which  we  expect  that,  if  the  procedure  producing  our 
measure  were  repeated  exactly  the  same  way  100  times,  the  "true"  underlying  population  rate 
would  probably  occur  in  the  confidence  intervals  of  95  of  those  sets  of  data — and  outside  it  in 
the  other  5.  Rates  that  are  compared  can  be  considered  significantly  different  if  their  confidence 
intervals  do  not  overlap. 

Many  reports,  including  those  of  state  and  federal  agencies,  also  use  standard  error  or 
relative  standard  error  as  a  guide  to  reliability,  not  reporting  rates  or  percents  with  a  relative 
standard  error  greater  or  equal  to  23%,  or  where  the  standard  error  is  indeterminate  because  there 
are  zero  events.  "NC"  and/or  missing  bars  of  data  on  graphs  indicates  that  rates  or  prevalences 
were  not  calculated  because  there  were  insufficient  data  to  do  so  reliably  for  that  category. 

Rates 

Rates  are  expressions  of  how  many  events  (such  as  death  or  disease)  occur  per  unit  of 
population  size  in  a  given  time  period.  Because  rates  standardize  the  size  of  the  populations 
being  compared  and  the  time  frame  of  the  comparison,  they  are  preferable  to  raw  numbers  for 
comparing  the  degree  of  mortality  or  illness  in  a  population  over  time  or  across  populations. 

For  example,  consider  two  populations.  Population  A  has  100  deaths  in  a  year  among 
100,000  people,  and  population  B  has  200  deaths  among  500,000  people.  By  numbers  of  deaths, 
B  has  twice  as  many  deaths  (200  to  100),  but  by  rates,  mortality  in  B  is  only  40%  as  high  as  in  A 
(rates  are,  for  B,  200/500,000=40  deaths  per  100,000  population;  for  A:  100  deaths/ 100,000=  100 
deaths  per  100,000).  Put  another  way,  rates  allow  us  to  compare  chances  of  events  in  different 
populations,  and  say  that  someone  in  A  has  2.5  times  the  chance  of  dying  as  someone  in  B 
(100/40  deaths  per  100,000  in  A  compared  to  B). 

Age -adjusted  rates.  Rates  calculated  as  the  total  number  of  events  divided  by  the  total 
population  are  called  crude  rates.  But  because  most  health  rates  change  with  age  (after  the  first 
year  of  life,  death  rates  generally  go  up  with  increasing  age),  we  also  have  to  account  for 
comparisons  of  populations  with  different  age  distributions.  (We'd  expect  to  treat  fifty  deaths  in  a 
retirement  community  of  1000  people  in  a  year  differently  than  the  same  number  of  deaths 
among  the  same  number  of  children  in  an  elementary  school,  because  we  know  that  the  death 
rates  of  very  old  people  are  normally  much  greater  than  the  death  rates  of  children.)  Therefore 
we  use  a  method  called  age -adjustment  to  "adjust  for"  differences 
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in  both  the  size  and  age  distribution  of  populations;  the  resulting  age-adjusted  rates  are  synthetic 
but  can  be  used  to  compare  die  overall  degree  or  force  of  mortality  or  morbidity  across 
populations  with  different  age  distributions. 

Direct  age  adjustment  is  done  by  weighting  age-specific  rates  from  a  given  population  by 
the  proportional  age  distribution  of  a  standard  population,  and  summing  these  weighted  rates 
across  the  age  groups. 

Age-adjusted  rates  can  only  be  compared  if  they  are  adjusted  to  the  same  population 
standard.  The  most  common  standard  used  in  recent  years  has  been  the  US  1940  standard 
population,  which  is  now  being  replaced  by  the  US  2000  standard  population.  Because  the  US 
population  has  gotten  older,  the  2000  standard  gives  greater  weight  to  older  age  groups,  and  rates 
adjusted  to  the  year  2000  standard  will  therefore  be  greater  than  those  that  used  the  1940 
standard  proportionally  to  the  extent  that  mortality  among  older  age  groups  is  greater  than  that 
among  younger  ones.  When  1997-1999  deaths  are  adjusted  to  the  old  and  new  standard 
population,  the  results  are: 

San  Francisco:  1 940  standard:  403.2;  2000  standard:  7 1 9.9 

California:  1 940  standard:  415.0;  2000  standard:  791.5 

(Ca.  Dept.  Health  Services,  County  Health  Status  Profiles  200 J,  p.  72) 

These  differences  in  death  rate  results  from  the  same  data  using  different  population 
standards  illustrate  the  importance  of  only  comparing  rates  adjusted  to  the  same  population 
standard. 

Mortality 

Data  sources.  Most  of  the  mortality  data  used  in  this  report  comes  from  the  state's  master  death 

file,  which  includes  cause  of  death  coding  done  by  the  state  Office  of  the  Registrar.  This  data 

includes  deaths  to  San  Francisco  residents,  regardless  of  where  they  occur,  plus  deaths  occurring 

in  San  Francisco  to  people  whose  place  of  residence  cannot  be  established  (thus  including  the 

homeless). 

The  other  main  source  of  mortality  data  used  here  is  San  Francisco  Office  of  Medical 
Examiner  (ME)  data.  The  ME  does  not  process  all  deaths,  but  does  cover  all  injury  deaths.  We 
use  ME  data  in  this  report  for  injury  deaths.  Compared  to  state  death  files,  this  data  source  has 
three  main  differences:  it  is  reported  by  fiscal  year  (July- June)  rather  than  calendar  year;  it 
covers  deaths  occurring  to  people  in  San  Francisco,  regardless  of  their  place  of  residence;  and 
causes  of  death  and  their  categorization  are  determined  by  the  Medical  Examiner. 
Measures  of  mortality.  The  two  main  mortality  measures  used  in  this  report  are  rates  and  years 
of  life  lost.  Rates  are  discussed  above.  Years  of  life  lost  are  calculated  as  the  difference  between 
the  age  at  death  and  the  life  expectancy  for  a  person  of  that  age.  This  life  expectancy  comes  from 
a  standard  life  table  based  on  an  optimal  population.  For  a  detailed  discussion  of  our  methods, 
see  San  Francisco  Burden  of  Disease  and  Injury:  Mortality  Analysis,  1990-1995  (December 
1 998)  on  our  website  at  www.dph.sf.ca.us 

Cause  of  death  coding.  Causes  of  death  through  1998  were  coded  in  categories  of  the 
International  Classification  of  Diseases,  9'   Revision  (ICD-9).  Starting  in  1999,  deaths  are  being 
coded  in  the  new  revision  of  the  international  classification  system,  ICD- 10.  The  new  system 
differs  from  the  older  one  in  several  ways,  including  having  many  more  cause  categories,  being 
an  alphanumeric  rather  than  numeric  system,  and  having  different  coding  rules  in  some  cases. 
The  National  Center  for  Health  Statistics  has  established  several 
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different  cause  of  death  groupings  for  ICD- 10,  none  of  which  is  exactly  comparable  to  the 
categories  used  for  reporting  under  ICD-9  coding.  Therefore  causes  of  death  reported  from  1999 
on  cannot  routinely  be  assumed  to  be  the  same  as  those  reported  through  1998  (even  if  the 
categories  have  the  same  name),  without  comparing  the  old  codes  and  coding  rules  to  the  new 
ones  to  see  if  they  are  indeed  comparable.  No  such  comparisons  of  data  across  these  coding 
systems  are  made  in  this  report. 

Notes  on  Overview  Data 

Who  We  Are 

The  California  Dept.  of  Finance  Demographics  Research  Unit  produces  official  state 
population  estimates  and  projections.  Their  latest  full  projection  series  (December  1998)  was 
used  for  county  demographic  data  reported  by  age,  sex  and  ethnicity,  and  for  calculating 
population-based  rates. 

Ethnicity  from  birth  records  refers  to  mother's  ethnicity. 

San  Francisco  Unified  School  District  data  reported  cover  about  three- fourths  of  San 
Francisco's  school  children,  much  lower  than  the  statewide  proportion  of  about  90%  of  school 
children  enrolled  in  public  schools. 

Immigration  data  covers  port  of  entry  of  documented  immigrants,  and  excludes  1986 
IRCA  entrants  and  undocumented  immigrants.  Years  refer  to  federal  fiscal  year,  from  October  of 
year  given  through  following  September. 

How  We  Live 

Economic  conditions.  The  federal  poverty  threshold  was  developed  in  the  1960s,  to  estimate 
minimum  income  needed  for  subsistence,  based  on  housing  costs  of  30%  of  income.  It  is 
adjusted  annually  for  mflation,  but  not  regionally  for  local  differences  in  cost  of  living. 
Thresholds  vary  by  household  size  and  composition.  They  are  published  annually  by  the  Bureau 
of  the  Census  and  used  for  statistical  compilations  of  poverty  rates.  The  thresholds  differ  slightly 
from  the  federal  poverty  guidelines,  published  annually  by  the  Dept.  of  Health  and  Human 
Services,  which  are  used  to  detennine  eligibility  for  federal  means-tested  programs. 

Children  from  families  earning  up  to  185%  of  poverty  are  eligible  for  free  or  reduced 
school  lunches.  When  schools  pass  a  threshold  percent  of  their  students  who  are  eligible,  all 
students  at  the  school  become  eligible  for  free  or  reduced  lunches. 

The  California  Budget  Project  calculated  minimum  comfortable  cost-of-living  levels  by 
region  for  families  with  two  children  (one  pre- school  age)  and  either  two  working  parents,  two 
parents  one  of  whom  works,  or  a  single  parent  who  is  working. 

Substance  abuse.  Data  on  hospitalizations  are  from  the  Patient  Discharge  Data  files  of  the 
Office  of  Statewide  Health  Planning  and  Development  (OSHPD).  The  graph  shows  drug-and- 
alcohol- related  first  diagnoses;  the  first  diagnosis  is  the  principle  reason  for  the  hospital 
admission.  The  table  of  expanded  diagnoses  includes  hospitalizations  with  any  diagnosis  (there 
can  up  to  24  diagnoses  coded  per  hospitalization)  that  is  alcohol- or- drug- related.  Alcohol- or- 
drug-related  -diagnoses  are  directly  attributable  to  alcohol  or  drug  use,  and  do  not  include  other 
diagnoses  that  such  use  may  have  contributed  to  (e.g.,  alcohol  contributing  to  injury  from  a  fall). 
The  state  has  tracked  such  expanded  diagnoses  since  1997. 
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Newer  local  estimates  have  not  been  developed,  so  data  shown  are  the  same  as  in  last  year's 
Overview  for  smoking,  physical  inactivity  and  overweight.  New  estimates  will  be  available  next 
year  from  die  California  Health  Interview  Survey. 

Unintentional  injuries.  Data  on  injuries  come  from  the  San  Francisco  Office  of  Medical 
Fxaminer  (Ml  K deaths)  and  ( 'alilbmia  I  ligliwa>  Patrol  (motoi  vehicle  collision  injuries),  and  so 
refer  to  deadis  or  injuries  Uiat  occurred  in  San  Francisco,  regardless  of  place  of  residence  of  the 
injured  persons.  For  this  reason,  and  because  the  ME  reports  by  fiscal  year  rather  than  calendar 
year,  injury  mortality  counts  shown  here  may  not  match  injury  death  data  from  state  data  files, 
such  as  is  shown  in  parts  of  the  "Our  Health"  section  or  in  other  reports. 
Access  to  health  care .  Estimates  of  the  uninsured  for  SF  and  other  metropolitan  areas  are 
derived  from  the  Current  Population  Survey  (CPS)  and  other  national  surveys,  none  of  which  are 
specifically  designed  to  produce  such  local  area  estimates.  However,  in  the  absence  of  current 
surveys  designed  to  make  such  estimates  for  San  Francisco,  these  have  been  the  best  available 
sources  for  data  to  estimate  the  local  level  of  access  to  health  insurance.  Next  year  the  California 
Health  Inventory  Survey  (CHIS)  is  expected  to  provide  more  reliable  local  estimates  of  access  to 
health  insurance,  as  well  as  numerous  other  heal tl>  related  issues  for  which  timely  local  data  have 
not  been  available. 

Immunization  coverage  data  come  from  retrospective  studies  in  sampled  kindergartens. 
Therefore  1999  data  are  for  children  who  started  school  in  September  1998,  were  born  in  1993- 
1994,  and  turned  two  in  1995-1996,  while  1996  data  refer  to  immunization  status  of  children 
who  turned  two  in  1 992- 1993. 

Our  Health 

Mortality  reported  in  this  section  is  from  state  health  files,  for  San  Francisco  residents, 
unless  otherwise  noted. 

Burden  of  disease.  DALYs  are  calculated  by  applying  established  rates  of  disabilities  or  ratios 
of  years  lived  with  disability  (YLDs)  to  years  of  life  lost  (YLLs)  to  San  Francisco  mortality  data. 
These  YLD  rates  and  ratios  were  constructed  by  the  WHO  Global  Burden  of  Disease  and  Injury 
project,  using  data  from  established  market  economy  societies,  in  a  complex  process  (see  CJL 
Murray  and  AL  Lopez,  ed.The  Global  Burden  of  Disease:  A  Comprehensive  Assessment  of 
Mortality  and  Disability  from  Diseases,  Injuries,  and  Risk  Factors  in  1990  and  Projected  to 
2020,  Volume  1  of  The  Global  Burden  of  Disease  Series.  Harvard  School  of  Public  Health  on 
Behalf  of  World  Health  Organization  and  the  World  Bank,  Boston,  1996). 

DALY  "years"  shown  here  have  been  adjusted  by  discounting  and  age -weighting,  and  so 
are  not  comparable  to  the  unadjusted  years  of  life  lost  reported  by  ethnicity,  or  to  unadjusted 
YLLs  in  other  Department  of  Public  Health  reports,  including  prior  years'  Overviews. 

Because  YLLs  are  not  adjusted  for  differences  in  the  size  and  age  structure  of  the 
different  ethnic  populations,  numbers  of  YLLs  cannot  be  directly  compared  across  these  groups. 
The  Major  Causes  of  Death  table  is  the  only  mortality  data  reported  here  from  1999  from  die 
state  master  file,  coded  using  the  new  ICD- 10  classification  and  groupings  and  with  rates  age- 
adjusted  to  the  year  2000  standard.  Because  "Major  Causes"  reported  in  prior  years  of 
Overviews  were  based  on  ICD- 9  coding  and  die  1940  age  standard,  tins 
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Technical  Notes^ 


year's  rates  in  this  table  cannot  be  compared  to  those  from  prior  years  (see  discussion  under 
Mortality  above). 

Communicable  disease.  AIDS  deaths  shown  in  the  graph  are  deaths  to  persons  identified  as 
having  AIDS  in  the  SFDPH  AIDS  Surveillance  System.  Since  this  system  identifies  people  who 
are  in  San  Francisco  at  the  time  of  their  diagnosis  with  AIDS,  numbers  of  deaths  from  this  source 
will  differ  somewhat  from  the  state  master  file,  which  includes  only  people  identified  as  San 
Francisco  residents  at  the  time  of  death. 

The  risk  groups  shown  in  the  table  of  estimates  of  heparins  C  prevalence  include 
categories  whose  members  may  overlap.  Therefore  the  prevalence  estimates  by  risk  group  cannot 
be  summed  to  produce  an  overall  prevalence  estimate  without  multiple- counting  cases  of  people 
who  fall  into  more  than  one  risk  category.  Hepatitis  C  incidence  is  reported  for  the  first  time  in 
the  state's  County  Health  Status  Profiles  2001,  but  the  data  reported  there  for  hepatitis  C  for  San 
Francisco  are  not  valid  because  they  are  based  on  incomplete  reporting. 

Non-communicable  disease.  Newer  local  estimates  have  not  been  developed,  so  data  shown  are 
the  same  as  in  last  year's  Overview  for  cardiovascular  disease,  hypertension  and  diabetes.  New 
estimates  will  be  available  next  year  from  the  California  Health  Interview  Survey. 

Cancer  incidence  and  mortality  dat  come  from  Surveillance,  Epidemiology  and  End 
Results  (SEER)  system,  an  active  surveillance  system  which  identifies  cases  and  then  follows 
them  over  time. 

Mental  health.  "Serious  mental  illness"  is  the  category  estimated  for  the  adult  age  groups.  For 
children  0-17,  "severe  emotional  disftirbance"  (SED)  is  the  category,  and  estimates  are  based  on 
data  for  ages  9- 1 7  because  no  useable  data  for  younger  children  are  available.  The  estimates 
were  developed  in  conjunction  with  the  California  Department  of  Mental  Health  and  county 
mental  health  directors,  including  feedback  from  San  Francisco  DPH  staff.  Some  but  not  all  of 
this  information  was  incorporated  into  the  estimate  for  San  Francisco.  Factors  which  couldn't  be 
incorporated  were  noted,  along  with  the  observation  that  the  figures  cited  were  likely  to 
underestimate  the  prevalence  of  serious  mental  illness  in  San  Francisco. 

Suicide  deaths  were  those  determined  to  be  suicides  by  the  ME. 
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Message  from  the  Director 


I  am  pleased  to  present  the  Fiscal  Year  2001-2002  Annual  Report  tor  the  City  and  County  of 
San  Francisco's  Department  of  Public  Health.  The  report  summarizes  some  of  the 
Department's  major  accomplishments  during  the  year. 

Fiscal  Year  2001-02  brought  significant  challenges  to  our  Department.  <  >n  September  11, 
2001,  our  nation  experienced  an  unprecedented  attack  on  our  people  and  on  our  freedom. 
<  >n  that  day,  two  planes  slammed  into  the  World  Trade  Towers,  a  third  smashed  into  the 
Pentagon,  and  a  fourth  plane,  destined  for  San  Francisco,  crashed  into  a  field  in 
Pennsylvania,  thereby  preventing  a  far  worse  tragedy  for  the  nation,  thanks  to  the  bravery  of 
the  passengers,  including  those  from  San  Francisco. 

With  the  extent  of  the  tragedies  unknown,  the  City  activated  its  Emergency  Operations  Center 
and  the  Department  activated  its  Department  Operations  Center.  As  a  first  responder  in  the 
event  of  an  emergency  situation,  all  Department  clinics  remained  opened,  including  primary  care 
and  mental  health  services,  and  San  Francisco  General  Hospital  staffed  its  Emergency 
( (perations  ( lenter  for  24-hour  response.  In  addition,  the  Department  dispatched  licensed  mental 
health  professionals  to  a  number  of  sites  within  the  City,  including  the  Marriott  hotel  where 
hundreds  of  visitors  from  New  York  were  attending  a  conference,  to  provide  crisis  counseling. 


In  the  months  following  the  attack,  the  Department  and  the  nation  also  responded  to  a 
number  of  suspected  anthrax  exposures.  The  Department's  Toxics  Unit  responded  along  with 
the  haz-mat  team  to  provide  consultation  and  testing  of  potentially  hazardous  materials.  ( )ur 


public  health  laboratory  rapidly  developed  an  anthrax  testing  protocol  and  tested  over  100 
samples,  all  ol  which  were  negative. 

Since  the  attack,  the  Department  has  actively  engaged  in  ensuring  that  San  Francisco  is 
prepared  for  a  bio-terrorist  attack.  Through  our  participation  in  the  federal  Metropolitan 
Medical  Strike  Team  (MMST)  program,  we  have  stockpiled  sufficient  antibiotics  to  handle  a 
large-scale  exposure  to  treatable  agents.  We  also  have  acquired  the  appropriate  equipment  and 
developed  the  implementation  plans  to  evacuate  parts  of  the  City,  isolate  infected  persons, 
decontaminate  sites,  and  set  up  field  clinics  to  treat  the  population.  We  have  been  working 
closely  with  the  non-profit  hospitals  in  San  Francisco,  as  well  as  community-based  physicians 
and  other  providers.  The  cooperation  we  received  across  the  City  has  been  phenomenal. 
These  improvements  have  made  San  Francisco  better  prepared  to  respond  to  all  types  of 
emergencies,  with  the  result  that  the  City  is  safer  for  all  of  its  residents  and  visitors. 

Increasing  fiscal  pressures  and  budget  constraints  at  the  local.  State,  and  federal  levels,  coupled 
with  increasingly  multiply-diagnosed  patients  with  complex  needs,  have  meant  that  we  must  do 
more  with  less.  I'm  very  proud  of  the  efforts  being  made  by  Department  staff'  to  accomplish  this 
challenging  goal.  In  keeping  with  the  Departments  Strategic  Plan,  integration  of  services  has  been 
one  way  we  have  met  this  challenge.  Over  the  year,  we  have  worked  to  integrate  Community 
Mental  Health  Services  and  Community  Substance  Abuse  Services  into  the  new  Community 
behavioral  Health  Services,  not  only  increasing  our  ability  to  treat  patients  more  efficiently,  but 
also  to  do  so  more  effectively  by  combining  two  sections  that  have  significant  overlap  in  their 
patient  populations.  Other  integration  efforts  have  included  reorganization  of  services  for  patients 
with  dementia  and  Laguna  Honda  Hospital  and  Rehabilitation  Center  and  coordination  of  services 
for  the  homeless  with  the  Department  of  Human  Services,  the  Mayor's  Office  on  Homelessness, 
and  Mission  Neighborhood  Health  ('enter  through  the  newly  opened  Mission  Resource  Center. 

We  have  also  addressed  our  fiscal  challenges  with  new  financial  strategies  to  realize  cost 
savings  and  efficiency  gains,  as  well  as  innovative  policy  advocacy  to  maximize  federal 
reimbursements.  In  FY  2001-2002,  the  Department  was  able  to  save  S1.4S  million  through 
pharmacy  cost-saving  procedures  and  to  recoup  nearly  SI  million  in  additional  revenue  as  a 
result  of  billing  improvements.  The  Health  at  Home  program  has  reorganized  its  operations 
and  improved  efficiency  while  complying  with  a  new  federally  mandated  prospective 
payment  system  for  home  health  agencies.  In  addition,  our  Office  of  Policy  and  Planning 
worked  with  the  Mayor's  Office  and  Assemblywoman  Carole  Migden  to  establish  a  Distinct 
Part  Nursing  Facility  Supplemental  Reimbursement  Program  that  allows  Laguna  Honda  and 


San  Francisco  General  Hospital  to  draw  down  additional  Medicaid  dollars  to  help  meet  the 
unreimbursed  cost  of  providing  skilled  nursing  care  to  Medi-Cal  beneficiaries. 

In  spite  of  our  increased  attention   to  cost-saving  measures  and  disaster  preparedness, 
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Department  staff  continues  to  find  creative  ways  to  expand  and  enhance  programs  and 
services  for  residents.  This  has  been  particularly  true  for  services  for  children  and  youth.  In 
January  2002,  San  Francisco  became  the  first  county  to  use  local  general  fund  dollars  to 
provide  subsidized  health  benefits  to  uninsured  children  through  the  new  Healthy  Kids 
program.  With  services  provided  through  the  San  Francisco  Health  Plan,  Healthy  Kids 
provides  comprehensive  medical,  dental,  and  vision  coverage.  The  Department  also 
established  a  new  Office  of  Adolescent  Health  to  integrate  and  coordinate  the  physical  and 
behavioral  health  of  San  Francisco's  adolescents,  and  reorganized  the  Coordinating  Council 
for  Children,  Youth  and  Families,  the  Department's  internal  working  group,  to  ensure  the  best 
possible  health  and  well  being  of  San  Francisco's  youngest  and  their  families. 

Harm  reduction  has  also  received  much  attention  over  the  past  year  following  adoption  of  the 
Department's  Harm  Reduction  Policy.  A  philosophy  that  promotes  methods  to  reduce  the 
physical,  social,  emotional,  and  economic  harms  of  substance  use  and  other  risky  behaviors, 
harm  reduction  engages  clients  in  nonjudgmental  ways  to  reduce  their  risks  for  disease  and 
injury.  The  Department  declared  April  2002  as  Harm  Reduction  Month  and  held  a  series  of 
events  to  generate  discussion  on  this  important  issue.  Many  of  the  Department's  programs 
are  actively  working  to  implement  this  policy  including  efforts  to  prevent  the  spread  of 
hepatitis,  HIV/AIDS,  and  syphilis  and  other  sexually  transmitted  diseases. 

I  am  privileged  to  be  the  Health  Director  in  a  city  that  makes  an  ongoing  and  strong 
commitment  to  public  health  and  health  care  services.  I  am  also  proud  of  the  dedicated  staff 
of  the  Department  who  each  day  work  to  embody  the  spirit  of  public  health  and  to  meet  our 
mission  to  protect  and  promote  the  health  of  all  San  Franciscans. 

I  especially  want  to  thank  the  Mayor,  the  Board  of  Supervisors,  and  the  Health  Commission 
for  their  leadership  and  unwavering  commitment  to  health.  Their  guidance  is  vital  to  fulfilling 
our  mission  and  meeting  the  challenges  that  lie  ahead.  As  a  Department,  we  are  committed 
to  working  together  closely  to  improve  the  health  status  of  all  of  our  residents. 

OnUuiX      f&g~*  November  2002 


The  Health  Commission 


Seated  from  Left:  Harrison  Parker,  Sr.,  DDS;  Roma  P.  Guy,  MSW.Vice  President; 
Edward  A.  Chow,  MD,  President.  Standing:  John  I.  Umekubo,  MD;  Arthur  M.Jackson; 
Mitchell  H.  Katz,  MD,  Director  of  Health;  Lee  Ann  Monfredini;  David  Sanchez,  Jr.,  PhD; 
Michele  Olson,  Executive  Secretary. 


The  Health  Commission  provides  oversight  and  direction  to  the  Department's  wide  range  of 
public  health  programs  and  sen-ices.  Health  Commissioners  are  appointed  by  the  Mayor  of 
San  Francisco  and  serve  four-year  terms.  The  Health  Commission  acts  as  the  governing  and 
policy-making  body  for  the  Department.  <  lurrently,  the  Health  Commission  meets  on  the  first 
and  third  Tuesdays  of  each  month  and  these  meetings  are  open  to  the  public.  The  Health 
Commission  considers  issues  relevant  to  the  Department  and  approves  resolutions  as 
necessary  to  establish  policy.  In  addition,  the  Health  Commission  has  four  joint  conference 
committees  that  meet  monthly  to  provide  oversight  and  in-depth  review  of  various  policy  and 
operational  issues. 


Health  Commission  Members  2002 

Listed  below  are  the  Health  Commissioners  and  the  Department  Committees  they  serve  on: 

Edward  A.  Chow.  MD.  President  -  Commissioner  Chow  is  a  practicing  Internist,  and  is  the 
Medical  Director  of  the  Chinese  Community  Health  Plan. 

•  Chair.  Joint  Conference  Committee  for  the  Community  Health  Network 

Roma  P.  Guy.  MSW,  Vice  President  -  Commissioner  Guy  is  the  Director  of  the  Bay  Area 
Homelessness  Program  and  Lecturer  in  the  Department  of  Health  Education  at  San  Francisco 
State  University. 

•  Member,  Joint  Conference  Committee  for  the  Community  Health  Network 

•  Member,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

Arthur  M.  Jackson  -  Commissioner  Jackson  has  been  providing  San  Franciscans  with  jobs 
for  over  M)  years  through  Jackson  Personnel  Agency. 

•  Chair,  Budget  Committee 

•  Member,  Joint  Conference  Committee  for  Laguna  Honda  Hospital 

Lee  .Villi  Monfredini  -  Commissioner  Monfredini  is  a  self-employed  public  relations  and  event 
planning  consultant. 

•  Chair,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

•  Member,  Budget  Committee 

Harrison  Parker.  Sr..  DDS  -  Commissioner  Parker  has  been  a  practicing  dentist  in  the 
Bayview/Hunters  Point  neighborhood  for  oxer  35  years. 

•  Chair,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

•  Member,  In-Home  Supportive  Services  Public  Authority 

David  .1.  Sanchez.  Jr..  PhD  -  ( ;<  anmissioner  Sanchez  is  Assistant  Vice  ( Ihancellor  of  Academic 
Affairs,  faculty  associate  for  Academic  and  Student  <  Hitreaeh,  and  professor  in  the  Department 
of  Family  and  Community  Medicine  at  the  University  of  California,  San  Francisco. 

•  Chair,  Joint  Conference  Committee  for  Laguna  Honda  Hospital 

•  Member.  Joint  Conference  Committee  for  the  Community  Health  Network 

•  Member,  San  Francisco  General  Hospital  Foundation 


John  I.  Umekubo,  Ml)  -  Commissioner  Umekubo  has  a  private  practice  in  Internal  Medicine 
in  Japantown.  lie  is  the  Chief  of  Medical  Staff  at  St.  Mary's  Hospital  and  the  Medical  Director 
of  the  San  Francisco  Community  Convalescent  Hospital. 

•  Member,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

•  Member,  Budget  Committee 

•  Member,  San  Francisco  Health  Authority 

Michele  Olson.  Executive  Secretary 

Resolutions  Passed  in  Fiscal  Year  2001-2002 

The  following  lists  the  resolutions  and  policies  passed  by  the  Health  Commission  in  FT  2001-2002. 

•  Approving  the  City  and  County  of  San  Francisco  2001  Trauma  Care  System  Plan 
Revision  and  Update,  Resolution  No.  14-01 

•  Supporting  San  Francisco's  Community  Health  Centers  and  Declaring  August  10-25, 
2001  Community  Health  Center's  Week,  Resolution  No.  15-01 

•  Commending  the  Start  of  Enrollment  in  the  New  Healthy  Ivids  Program  Offered  through 
the  San  Francisco  Health  Flan,  Encouraging  San  Francisco  Families  to  Obtain  Health 
Coverage  for  their  Uninsured  Children  Regardless  of  Immigration  Status  and 
Proclaiming  January  13,  2001  "Healthy  Ivids  Day"  in  the  City  and  County  of  San 
Francisco,  Resolution  No  1-02 

•  Amending  the  Department  of  Public  Health's  Policy  Directive  24,  Contractors' 
Compliance  with  Antidiscrimination  Protections  and  Cultural  Competency,  and 
Adopting  Guidelines  for  Culturally  and  Linguistically  Appropriate  Services  (CLAS)  in 
Health  Care,  Resolution  No.  2-02 

•  Approving  the  Department  of  Health's  Base  Budget  for  FY  2002-03,  and  Urging  the 
Mayor  and  the  Board  of  Supervisors  to  Maintain  the  Department  of  Health's  Safety  Net 
Services,  Resolution  No.  3-02 

•  Honoring  Public  Health  Week,  April  1-7,  2002,  No.  4-02 


•  Recognizing  the  Need  for  Increased  Interdepartmental  Coordination  and  Accountability 
in  the  Homeless  Services  Delivery  System,  Including  Quantifiable  Outcomes,  and 
Supporting  the  Mayor's  <  )ffice  of  Homelessness  in  the  Development  of  a  Coordinated 

Intake  Process  tor  the  Single  Adult  Svstem,  Resolution  No.  5-02 

•  Approving  an  Extension  of  the  Terms  of  Fiscal  Year  2002-03  Contracts  for  the 
Department  of  Public  Health,  0-02 

•  Authorizing  the  Department  of  Public  Health,  San  Francisco  General  Hospital,  to  Accept 
a  Gift  of  a  Comprehensive  Breast  Center  and  Associated  Equipment,  Valued  at 

S3, 508,000,  Donated  by  Avon  Products  Foundation  through  the  San  Francisco  General 
Foundation,  and  Approving  Naming  of  the  Center  "The  Avon  Foundation 
Comprehensive  Breast  Center,"  Resolution  No.  7-02 


Inside  the  department 


"My  dad  has  been  receiving  care  at  SFGH  since  1994  when  he  was 
diagnosed  with  diabetes  and  various  heart  abnormalities.  Since 
then,  he  has  completely  relied  on  SFGH  for  his  care.  My  dad  is 
completely  happy  with  his  caregivers  and  we  could  not  imagine 
how  his  health  would  be  if  there  was  no  SFGH." 

-  A  San  Francisco  General  Hospital  patient's  family  member 
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Our  Service  Sites 


Environmental  Health/ 

Emergency  Medical  Services/ 
Wedge  Program/ 
Tobacco  Control 


Chinatown  Public 

Health  Center/ 

Newcomers  Program 


Moxine  Hall 
Health  Center 


larkin  Street 
Youth  Clinic 


Chinatown/North  Beach 
Mental  Health  Services 


'  Haighl  Ashbucy 
Free  Medical  Clinic 


Cole  Street  Youth  Clinic 


'  Lyon-Martin 
Women's  Health  Services 


Oceon-ParkHeolth  Center 
Sunset  Mental  Health  Services 
Castro  ♦  Mission  Health  Center 


Loguno  Honda  Hospital 
S  Rehabilitation  Center 


'  Native  Americon  Health  Center 

Balboa  Teen  Health  Center 

Health  At  Home 


Silver  Avenue 
Family  Health  Center 


'  North  of  Market  Senior  Services 

Health  Officer/Health  Promotion  ond  Education/ 

Public  Health  Lab/Vital  Statistics/Tom  Woddell  Health  Center/ 

Women's  Hearth/lmmunizotion/Housing 


Jail  Health  Services 
South  of  Market  Health  Center 
Maternal  Child  Adolescent  Services 
South  of  Market  Mental  Health  Services 
STD  Control 

Mission  Mental  Health  Services 
"  Mission  Neighborhood  Health  Center 
San  Francisco  General  Hospital 


Potrero  Hill  Health  Center 


Southeast  Health  Center 


OMI  Family  Center 


Special  Programs  for  Youth 


*  Affiliated  Providers 
plus: 

•  102  contracted  mental  health  services  sites 

•  120  contracted  substance  abuse  sen  ice  sites 

•  <V>  contracted  1I1Y  service  sites 

•  other  contracted  service  sites  -  e.g.  Bayview  Hunters  Point  Health  and  Environmental 
Resource  Center 


Our  Workforce 

The  Department  has  a  staff  of  over  6,000  individuals  that  truly  reflects  the  diversity  of 
backgrounds,  talents  and  skills  of  San  Francisco's  rich  communities.  The  dedication  of  this  staff 
drives  the  success  of  the  Department's  services  and  programs.  The  spirit  of  collaboration  within 
the  Department  and  with  San  Francisco's  communities  allows  the  Department  to  understand 
and  respond  to  the  evolving  needs  of  the  Department's  clients,  collaborators  and  patients. 


Mitchell  H.  Katz,  MD  speaking  with 
Pat  Harrison,  Support  Services 
Manager  of  Next  Door,  former  Chair 
of  the  Treatment  on  Demand  Planning 
Council  and  former  member  of  the 
Mental  Health  Board. 


How  Services  Are  Delivered 

Every  day  the  Department's  staff  endeavors  to  fulfill  the  Department's  mission  to  protect  and 
promote  the  health  of  all  San  Franciscans,  and  works  to  achieve  the  following  goals: 

•  Assess  and  research  the  health  of  the  community 

•  Develop  and  enforce  health  policy 

•  Prevent  disease  and  injury 

•  Educate  the  public  and  train  health  care  providers 

•  Provide  quality,  comprehensive,  culturally-proficient  health  services 

•  Ensure  ctiual  access  to  all 


Department  staff  helps  to  achieve  these  goals  in  a  variety  of  ways.  Staff  works  to  improve  the 
general  health  and  well  being  of  all  San  Franciscans,  provides  direct  clinical  care,  and  supports 
the  Department's  infrastructure  so  that  these  activities  are  possible  on  a  day-to-day  basis. 


Linguistic  Capability 

The  provision  of  culturally  and  linguistically  appropriate 
services  is  essential  tor  Department  staff  to  provide 
effective  services  to  the  City's  diverse  populations.  Many 
staff  members  speak  more  than  one  language,  whether 
or  not  it  is  required  for  their  particular  position.  For 
positions  that  require  bilingual  personnel,  however,  the 
Department  ensures  appropriate  linguistic  capability 
during  the  hiring  process.  Individuals  holding  positions 
that  require  bilingual  capacity  take  a  language 
proficiency  test  administered  by  the  Department's 
Office  of  Equal  Opportunity  and  Cultural  Competency. 
There  is  a  total  of  813  staff  members  who  have  been 
certified  in  16  lan£ua£es. 


Language 

#  of  Employees 

Burmese 

1 

( lambodian 

8 

Chinese 

2(>4 

Danish 

1 

French 

1 

Hindi 

1 

Italian 

1 

Japanese 

2 

Korean 

3 

Laotian 

1 

Russian 

13 

Samoan 

1 

Spanish 

442 

Tagalog 

51 

Ukrainian 

1 

Vietnamese 

22 

Employee  Awards  and  Recognition 

Each  month  the  Health  Commission  recognizes  Department  employees,  as  individuals  or 
teams,  who  have  demonstrated  exceptional  job  performance.  This  is  an  opportunity  for 
employees  to  nominate  their  colleague(s)  for  outstanding  efforts  or  accomplishments.  In 
Fiscal  Year  2001-2002,  the  following  employees  received  Employee  Recognition  Awards: 

July  2001 

•  Joe  Goldenson,  MD,  Jail  Health  Medical  Director 

•  Malou  Acha,  Mila  Alcantara  and  Odessa  Fernandez,  Contracts  Procurement  and 
Accounts  Payable 

August  2001 

•  Hector  (Anthony)  Almanza,  CHN/SFGH  Institutional  Police 

•  Gerard  (Jerry)  Komp,  Pharmaceutical  Sen  ices 
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October  2001 

•  Cynthia  Selmar,  African  American  Health  Initiative 

•  Maureen  O'Neill,  Silver  Avenue  Health  Center 

November  2001 

•  Lorraine  Killpack,  l'hl)  and  James  Zelaya-Wagner,  MSW,  Laguna  Honda  Hospital  and 
Rehabilitation  Center,  Psychiatric  Services 

•  Patricia  Brown,  Alva  Collins,  Mark  Del  Fante,  Linda  Fields,  Beverly  Johnson  and  Freida 
Warren,  Laguna  Honda  Hospital  and  Rehabilitation  Center,  Telecommunication  Services 

December  2001 

•  John  Dang,  Refugee  Clinic 

•  Mozettia  Henley,  RN,  DNS,  San  Francisco  General  Hospital  Administration 

•  Tern-  Dentoni,  RN,  BSN,  San  Francisco  General  Hospital,  Nursing 

•  La  Francine  Tate,  San  Francisco  General  Hospital  Administration 

January  2002 

•  Elaina  Chin,  Jail  Health  Services  Pharmacy 

•  James  Budke,  MI),  Bronwyn  Gundogdu,  RN  and  Rosario  Enriquez,  RN,  Laguna  Honda 
Hospital,  Nursing  and  Medical  Services 

February  2002 

•  Efren  Velonza,  Southeast  Health  Center 

•  Sam  Cherry,  Tom  Waddell  Clinic, 
Institutional  Police  <  >fficer 


Employee  Recognition  Award  winner, 
Efren  Velonza. 


'People  who  work  here  are  like  family. 
Workers  here  are  multi-faceted  and  excel 
in  many  areas." 

-  A  Nurse  from  a  Community  Health  Network  Community  Clinic 


Employee  Recognition  Award 
March  2002  Winners:  Health  at 
Home's  Palliative  Care  Team. 


March  2002 

•  Ileana  Burleson,  Maria  dalles,  Estrelita  Calonsaq,  Norma  del  Rio,  Barouk  Golden,  Ming 
Gen  Hu,  Leonista  Rati,  Gaylen  Newquist,  Leslie  Payton,  Ellen  Quain,  Susan  Reynolds 
and  Daniel  Rybold,  Health  at  Home  Palliative  Care  Team 

•  Madeline  Daley,  RN,  Gay  Kaplan,  RN,  NP,  Sheila  Kerr,  RN,  Lawrence  Marseo,  RN, 
Marcellina  Ogbu,  DrPH,  Community  Programs 

April  2002 

•  Shayne  Johnston,  Jail  Health  Services 

•  Cynthia  Marshall,  Silver  Avenue  Health  Center 

May  2002 

•  Delores  Junior,  Environmental  Health,  Hazardous  Materials  Unified 

•  Nelly  Rodriguez  and  Diane  Mai  Tran,  San  Francisco  General  Hospital,  Human  Resources 
Division 
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The  Department's  Advisory  Groups 


The  Department  relies  heavily  upon  community  input  for  guidance.  The  Department  has 
more  than  50  advisory  groups  convened  to  help  with  decision-making  processes.  Members 
include  clients,  patients,  neighbors,  community-based  organization  representatives,  and 
business  leaders.  The  following  is  a  list  of  active  advisor*'  groups  in  Fiscal  Year  2001-2002. 


Community  Health  Programs 

•  Adult  Sexual  Assault  Services  Planning  <  in  nip 

•  GalWI  >RKS  Behavioral  Health  and  Domestic 
Violence  ( lommittee 

•  Transgender  Youth  Advisory  Committee 

•  Women  and  Girls'  Health  Advisory 
( lommittee 

Mental  Health 

•  AB2034  Consumer  Advisory  Board 

•  Children's  Mental  Health  Systems  of  Care 
( louncil 

•  Youth  Advisory  Task  Force 

•  Community  Mental  Health  Services 
( lonsumer  ( Council 

•  Mental  Health  Board 

•  Mental  Health  Committee  for  Culturally 
( Competent  Systems  of  Care 

•  Wellness  and  Recovery  Oversight  Committee 

Substance  Abuse 

•  Substance  Abuse  Treatment  on  Demand 
Planning  Council  and  Subcommittees 

•  City-Wide  Alcohol  Advisory  Board 

•  Drug  Abuse  Advisory  Board 

•  Perinatal  Substance  Abuse  Coordinating 
( louncil 

•  San  Francisco  Substance  Abuse 
Practice/Research  Collaborative 

•  Youth  Substance  Abuse  Providers  Group 


Community  Health  Epidemiology 

•  City-Wide  Influenza  Coalition 

•  San  Francisco  Immunization  Coalition 

Emergency  Medical  Services 

•  EMS  Operations  Advisory  Committee 

•  FMS  Clinical  Advisor.'  Committee 

•  EMS  Research  Committee 

•  Trauma  Medical  Advisory 

•  Trauma  System  Advisor.'  Committee 

•  Disaster  Registry  Program  Task  Force 

Environmental  Health 

•  Bayview/Hunters  Point  Health  and 
Environmental  Task  Force 

•  Lead  Hazard  Reduction  Citizen's  Advisory 
Committee 

•  Lead  Poisoning  Prevention  Citizen's  Advisor.' 
Committee 

•  Potrero  Power  Plant  Task  Force 

Maternal  and  Child  Health 

•  Black  Infant  Health  Task  Force 

•  San  Francisco  Breastfeeding  Promotion 
Coalition 

•  San  Francisco  Maternal,  Child,  and 
Adolescent  Health  Advisor-  Board 


Community  Health  Promotion  and  Prevention 

•  Community  and  Home  Injury  Prevention 
Project  for  Seniors  Community  Council 

•  Newcomers  Health  Program  Advisory  Council 

•  San  Francisco  Pedestrian  Safety  Task  Puree 

•  San  Francisco  Tobacco  Free  Coalition 

•  San  Francisco  Violence  Prevention  Network 

HIV/AIDS 

•  HIV  Health  Services  Planning  Council  -  Ryan 
White  CARE  Council 

•  HIV  Prevention  Messages/Circuit  Party  Study 
Community  Advisory  Board 

•  HIV  Prevention  Planning  Council 

•  HIY  Prevention  and  Vaccine  Trials 
Community  Advisory  Board 

•  Prevention  for  HIV  Positives  Community 
Advisory  Board 

•  Rave/Club  Drug  Task  Force 

Laguna  Honda  Hospital 

•  Laguna  Honda  Hospital  Replacement  Project 
Community  Advisory  Croup 

Primary  Care 

•  Breast  Cancer  Town  Hall  Advisory  Croup 

•  Castro-Mission  Health  ("enter  Community 
Advisory  Board 

•  Chinatown  Public  Health  Center  Community 
Advisory  Board 


•  Citywide  Community  Advisory  Board 

•  Dimensions  Collaborative  Hoard 

•  Ma.xine  Hall  Health  Center  Community 
Advisory  Hoard 

•  North  of  Market  Senior  Services  Governing 
Board  of  Directors 

•  Ocean  Avenue  Health  Center  Community 
Advisory  Board 

•  Potrero  Hill  Health  Center  Community 
Advisory  Hoard 

•  Silver  Avenue  Family  Health  Center 
Community  Advisor.'  Board 

•  Special  Programs  for  Youth  Community 
Advisory  Board 

•  Southeast  Health  Center  Community 
Advisory  Board 

•  Tom  Waddell  Health  Center  Community 
Advisory  Board 

Tuberculosis  Control 

•  San  Francisco  Tuberculosis  Advisory  Task 
Force 

STD  Control 

•  Sexually  Transmitted  Disease  (STD) 
Prevention  Community  Action  Coalition 

•  STD  Program  Advisory  Committee 

•  STD  Youth  Community  Action 
Cc  ilition/Ad--  isorv  Committee 
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The  Department's  Contractors 

The  Department  makes  health  services  available  by  either  providing  them  directly  or  by 
contracting  with  community-based  agencies.  ( )ur  contractors  enable  the  Department  to 
deliver  community-based,  culturally  competent  health  services  to  the  City's  diverse 
residents.  In  FY  2001-2002,  the  Department  contracted  with  community-based  agencies  to 
provide  a  total  of  S190  million  in  health  services. 


Aguilas,  Inc. 

AIDS  Emergency  Fund 

All  )S  Legal  Referral  Panel  of  the  San  Francisco  Bay  Area 

Alameda  County  Health  <  !are  Services  Agency 

American  College  of  Traditional  Chinese  Medicine 

American  Lung  Association  of  San  Francisco 

Ark  of  Refuge,  Inc. 

Asian  American  Recovery  Services  Inc. 

Asian  Pacific  Islander  Wellness  ( Center 

Baker  Places  Inc. 

Bay  Area  Communication  Access  (BACA) 

Bay  Area  Legal  Aid 

Bay  Area  Young  Positives.  Inc. 

Bayview/Hunters  Point  Adult  Day  Health  Center 

I'.avvicu/H timers  Point  Foundation  tor  Community 

Improvement 

Big  Brothers/Big  Sisters  of  San  Francisco 

Black  Coalition  on  AIDS 

Booker  T.  Washington  Community  Services  Center 

( laduceus  <  (utreach  Services 

California  Acupuncture  Resources,  Inc. 

California  Association  for  Health,  Education, 

Employment  and  Dignity,  Inc.  (CAHEED) 
California  College  of  Podiatric  Medicine 
California  Pacific  Medical  Center 
( Catholic  i  lharities  of  San  Francisco 
Center  For  Hum. in  Development 
Center  on  Juvenile  and  Criminal  Justice 
Centerforee,  Inc. 

Central  American  Resource  Center 
Central  City  Hospitality  House 
Children's  Council  of  San  Francisco 
Chinese  Hospital 


Community  Awareness  and  Treatment  Sen  ices  Inc. 

(CATS) 

Community  Dental  Care,  Inc. 

Community  Housing  Partnership 

Community  Vocational  raiterprises  (CVE),  Inc. 

Community  Youth  Center  San  Francisco 

CompassPoint  Nonprofit  Sen  ices 

Conard  House  Inc. 

Continuum  HIV  Day  Sen-ices 

County  of  Marin  AIDS  office 

Dolores  Street  Community  Center 

Edgewood  <  lenter  For  <  Children  and  Families 

Eldergivers 

Episcopal  Community  Sen-ices  of  San  Francisco.  Inc. 

Family  Service  Agency  of  San  Francisco 

Family  Support  Sen  ices  of  the  Bay  Area 

Filipino  Task  Force  on  AIDS 

For  a  ( Jiild's  Heart.  Inc. 

Friendship  House  Association  of  American  Indians,  Inc. 

(  Hide  Foundation 

Haight  Ashbury  Free  Clinics,  Inc. 

Harm  Reduction  Coalition 

Health  Initiatives  for  Youth 

Homeless  (  Ihildren's  Network 

Homeless  Prenatal  Program 

Horizons  Unlimited  of  San  Francisco 

Immune  Enhancement  Project 

Industrial  Emergency  Council 

Institute  for  Community  Health  Outreach 

Instituto  Familiar  Dc  I.a  Raza,  Inc. 

International  Institute  of  San  Francisco 

Iris  Center:  Women's  Counseling  and  Recovery  Sen-ices 

Japanese  Community  Youth  Council 


•  Jelani  House 

•  Jewish  Family  and  Children's  Services 

•  Larkin  Street  Youth  Center 

•  Latino  Commission 

•  Lavender  Youth  Recreation  and  Information  Center 
(LYRIC) 

•  Legal  Services  tor  Children 

•  Lutheran  Social  Services  of  Northern  California 

•  Lyon-Martin  Women's  Health  Sen-ices 

•  MSC  Psychiatric  Services  Corporation 

•  Maitri  AIDS  Hospice 

•  Men  Overcoming  Violence 

•  Mission  Council  on  Alcohol  Abuse  /  lor  the  Spanish 
Speaking 

•  Mission  Neighborhood  Health  Center 

•  Mobilization  Against  AIDS  International 

•  Morrisania  West.  Inc. 

•  Mt.  St.  Joseph-St.  Elizabeth 

•  National  Council  on  Alcoholism 

•  New  College  of  California 

•  New  Leaf  Services  for  ( >ur  Community 

•  NICOS  Chinese  Health  Coalition 

•  North  East  Medical  Sen  ices 

•  North  of  Market  Senior  Services 

•  Northern  California  Coalition  for  Immigrant  Rights 

•  ( )hlhoff  Recovery  Programs 

•  Positive  Directions  Equals  Change 

•  Positive  Resource  Center 

•  Potrero  Hill  Neighborhood  House 

•  Progress  Foundation 

•  Project  Open  Hand 

•  Quan  Yin  Healing  Arts  Center 

•  Regents  of  the  University  of  California 

•  Richmond  Area  Multi-Services.  Inc. 

•  Rose  Resniek  Lighthouse  For  the  Blind  and  Visually 
Impaired 

•  SAGE  (Standing  Against  Global  Exploitation) 
Project,  Inc. 

•  Samoan  Community  Development  Center.  Inc. 

•  San  Francisco  AIDS  Foundation 

•  San  Francisco  Bar  Association  Volunteer  Legal  Services 

•  San  Francisco  Communitv  Clinic  Consortium 


•  San  Francisco  Drug  Abuse  Advisory  Board 

•  San  Francisco  Food  Bank 

•  San  Francisco  Health  Plan 

•  San  Francisco  Hearing  and  Speech  <  lenter 

•  San  Francisco  HIV  Prevention  Project 

•  San  Francisco  League  of  Urban  Gardeners 

•  San  Francisco  Medical  Society 

•  San  Francisco  Mental  Health  Education  Funds 

•  San  Francisco  Network  Ministries  Housing  Corporation 

•  San  Francisco  Pretrial  Diversion  Project 

•  San  Francisco  Psychoanalytic  Institute  is:  Society 

•  San  Francisco  State  University 

•  San  Francisco  Study  ('enter.  Inc. 

•  San  Francisco  Suicide  Prevention 

•  San  Francisco  Unified  School  District 

•  San  Mateo  County 

•  Seneca  Center 

•  Shanti  Project 

•  South  of  Market  Health  Center 

•  Southeast  Asian  Community  Center 

•  St.  Francis  Memorial  Hospital 

•  St.  James  Infirmary 

•  St.  John's  Educational  Thresholds  Center 

•  St.  Luke's  Healthcare  Center 

•  St.  Luke's  Hospital 

•  St.  Mary's  Hospital  and  Medical  Center 

•  St.  Vincent  de  Paul  Society  of  San  Francisco 

•  Stop  AIDS  Project,  Inc. 

•  Support  for  Families  of  Children  with  Disabilities 

•  Swords  to  Plowshares 

•  Tenderloin  AIDS  Resource  Center 

•  Tides  Center 

•  University  of  the  Pacific  School  of  Dentistry 

•  Urban  Indian  Health  Board 

•  Volunteer  Center  of  San  Francisco 

•  Walden  House,  Inc. 

•  West  Bay  Filipino  Multi-Senice  Corporation 

•  VVestcoast  Children's  Center 

•  Westside  Community  Mental  Health  Center.  Inc. 

•  Women  and  Children's  Family  Services 

•  YMCA  of  San  Francisco 

•  Youth  Leadership  Institute 
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Inside  the  department 


'One  of  the  most  amazing  things  is  that  we  give  the  best  care  to 
everyone,  no  matter  who  they  are  whether  it's  President  Bush  or  the 
homeless  guy  from  downtown,  they'll  get  the  same  quality  care  and 
we  think  that's  really  special  about  working  here." 

-  A  Social  Worker  from  San  Francisco  General  Hospital 


San  Francisco  General 
Hospital's  Emergency 
Department. 


The  Department  offers  services  and  manages  programs  that  serve  all  of  San  Francisco's 
residents  and  visitors.  Low-income,  uninsured  and  other  vulnerable  populations  access  the 
Department's  health  care  "safety  net,"  San  Francisco  General  Hospital  (SFGH)  and  the 
community  clinic  system.  Safety  net  hospital  and  health  care  systems  like  SFGH  are 
distinguished  by  their  commitment  to  provide  access  and  care  for  people  with  limited  or  no 
access  to  health  care  due  to  their  financial,  insurance  or  medical  status. 

All  county  residents  and  visitors  in  need  of  expert  trauma  care  are  treated  at  SFGH's 
Emergency  Department  (ED),  the  City's  only  Level  1  Trauma  Center.  The  FD  is  the  one 
designated  Trauma  Center  for  San  Francisco  and  northern  San  Mateo  County,  designed  to 
see  any  and  all  who  experience  serious  injury.  In  addition  the  Department  runs,  often  in 
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collaboration  with  community-based  organizations,  innumerable  programs  that  arc  client- 
focused  and  deal  with  the  range  of  public  health  activities.  San  Franciscans  from  all  walks  of 
life  are  impacted  by  these  programs,  whether  they  access  services  directly,  or  are  exposed  to 
public  health  outreach  and  education  campaigns. 

The  Community  Health  Network 


The  Community  Health  Network  (CIIN)  was  established  as  the  division  of  the  Department 
that  includes  all  personal  health  care  services.  The  CIIN  encompasses  a  wide  array  of 
services  across  a  continuum  of  care.  Major  service  components  include  primary  care 
(provided  at  18  sites  throughout  the  City),  dental  care  (4  sites),  specialty  care,  acute  care, 
home  health  care,  long-term  care,  and 
emergency  care. 


CHN  Services 

In  Fiscal  Year  (FY)  2001-2002,  the  CIIN 
provided  health  care  services  to  121,046 
unduplicated  clients.  This  is  a  slight  (one 
percent)  decrease  from  last  year. 


Types  of  Visits 

Nuiiiber/Percentajie 
of  Visits 

Primary  Care  Visits 

336.036 

Specialty  Care  Visits 

180.741 

Dental  Care  Visits 

9,571 

Urgent  Care  Visits 

1().(.(,2 

Emergency  Visits 

63.224 

Medical  Visits 

56.769 

Percent  Admitted 

14.7"o 

Psychiatric  Visits 

6.475 

Percent  Admitted 

33.5% 

Acute  inpatient 

102.274 

Actual  Days  at  SFGH 

100.606 

Actual  Days  at  LHHRC 

1,668 

Home  Health  Care  Visits 

19,801 

Skilled  Nursing  Care 

446.847 

Actual  Days  at  SFGH 

9,835 

Actual  Days  at  MHRF 

^>.72i, 

Actual  Days  at  LHHRC 

386,286 

21 
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CHN  Patients  by  Age 

The  age  distribution  of  CHN  patients  is  similar  to  the  age  distribution  in  the  City  as  a  whole. 
The  age  of  the  (TIN  patient  population  is  virtually  unchanged  from  last  year,  with  only  a 
slight  increase  in  CIIN  patients  over  64  years  old.  However,  seniors  continue  to  represent  a 
disproportionately  smaller  percentage  of  (TIN  patients  (8  percent)  compared  to  their 
representation  in  the  City's  total  population  (14  percent).  Figure  1  shows  (TIN's  patients 
compared  with  the  Census  2000  information  by  age  distribution. 


Figure  1:   Community  Health  Network 
Patients  by  Age  Group 


'The  staff  is  really  attentive.  People  work 
here  because  they  want  to  work  here." 

-  Patient  who  receives  care  through  the  Community 
Health  Network. 
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CHN  Patients  by  Race/Ethnicity 

The  City's  African-American  and  Hispanic/Latino  populations  rely  on  CHN  services  in 
significantly  higher  proportions  than  do  Caucasian  and  Asian/Pacific  Islander  patients.  In  fact, 
compared  to  the  previous  fiscal  year  there  was  a  minor  decrease  in  the  CHN's  <  laucasian  and 
Asian/Pacific  Islander  patient  populations,  by  one  and  two  percentage  points  respectively.  Figure 

2  shows  the  race/ethnicity  of  CHN's  patients  compared  with  the  Census  2000  information. 


I 


Figure  2:  Community  Health  Network  Patients 
bv  Race  /Ethnicity 


Race/Ethnicity 


■  CHN  Patients 
□  SF  Census  2000 
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"My  core  has  been  excellent.  They  have  your  health, 
your  well  being,  and  your  safety  in  mind  all  the  time." 

-  An  Oncology  patient  who  receives  care  through  the  Community  Health  Network. 
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CHN  Patients  by  Neighborhood  of  Residenee 

The  Departments  Strategic  Plan  designated  seven  target  neighborhoods,  with  the  goal  of 
improving  health  outcomes  and  eliminating  health  disparities  among  neighborhoods.  These 
target  neighborhoods  represent  57  percent  of  the  GHN's  patients  in  FY  2001-2002: 

•  Bay  view/Hunters  Point  C>4124) 

•  Chinatown  (94108  &  94133) 

•  Inner  Mission/Denial  Heights  (94110) 

•  Outer  Mission  CHI  12) 

•  South  of  Market  (94103) 

•  Tenderloin  (94102) 

•  Vistacion  Valley  CM  134) 

The  greatest  proportion  of  these  patients  live  in  the  Mission,  near  the  SFGH  campus.  The 
patient  distribution  by  neighborhood  was  virtually  unchanged  from  last  year,  though  out-of- 
county  patients  increased  slightly  (by  two  percent)  and  homeless  patients  (as  defined  by 
CHN)  decreased  slightly  (by  one  percent).  Figure  3  shows  the  percentage  of  patients  residing 
in  the  Department's  target  neighborhoods. 


Figure  3:    Communirv  Health  Network  Patients  bv  Residene 
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CHN  Utilization  by  Homeless  Patients 

When  a  patient  registers  for  a  clinic  visit  or  hospital  visit,  CHN  Registration  Clerks  request  a 
home  address  of  each  patient,  [f  an  individual  states  that  he  or  she  does  not  have  a  home 
address,  or  that  they  are  living  on  the  street,  they  are  categorized  as  homeless.  However,  the 
Citywide  definition  of  homelessness  adopted  by  the  Hoard  of  Supervisors  and  signed  by  the 
Mayor  is  much  broader.  It  also  includes  individuals  or  families  in  shelters,  staying  with 
friends  or  extended  family  members,  living  in  single  room  occupancy  (SRO)  hotels  without 
tenancy  rights,  and  more.  Therefore,  the  data  collected  by  CIIN  encompasses  a  subset  of  the 
entire  homeless  population  in  San  Francisco. 


In  the  last  fiscal  year,  nine  percent  of  the  GHN's  patients  were  classified  by  CHN  as  homeless 
at  the  time  of  at  least  one  visit.  Overall,  25  percent  of  inpatient  days.  21  percent  of 
emergency  care  visits,  and  six  percent  of  clinic  visits  are  by  homeless  patients.  The 
percentage  of  homeless  patients  (an  unduplicated  count)  for  FY  2001-2002  was  17  percent 
for  inpatient  care,  15  percent  for  emergency  care,  and  eight  percent  for  outpatient  care. 
Figure  4  illustrates  the  percentage  of  homeless  patients,  registered  without  an  address,  seen 
at  CHN  since  Fiscal  Year  1997-1998. 


Figure  4:   Percentage  Homeless  Patients  Utilizing  CHN  Services 


□  Inpatient  Patients 
■  Emergency  Patients 

□  Outpatient-Clinic  Patients 
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Community  Mental  Health  Services 

Community  Mental  Health  Services  (CMHS)  operates  the  San  Francisco  Mental  Health  Plan, 
offering  a  full  range  of  specialty  mental  health  services  provided  in  both  community-based 
and  residential  settings.  Services  are  provided  by  a  culturally  diverse  network  of  community 
mental  health  providers,  including  clinics  and  private  psychiatrists,  psychologists,  and 
therapists.  Services  are  available  to  residents  of  San  Francisco  who  receive  Medi-<  lal  benefits, 
San  Francisco  Health  Plan  members,  and  to  other  San  Francisco  residents  with  limited 
resources.  In  FY  2001-2002,  CMHS  provided  services  to  21,535  individuals. 


CMHS  Patients  by  Age 

( Ihildren  are  disproportionately  overrepresented  in  the  CMHS  patient  population  compared  to  their 
percentage  of  the  Citywide  population.  Conversely,  seniors  are  underrepresented  in  the  CMHS 
patient  population,  when  compared  to  the  (  aty's  overall  population.  Figure  5  shows  the  percentage 
of  these  age  groups  in  the  City  overall  and  the  San  Francisco  Mental  Health  Plan  in  FY  2001-2002. 
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Figure  5:   Community  Mental  Health  Services 
Clients  bv  Age  Group 
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CMHS  Patients  by  Race/Ethnicity 

The  percentage  of  CMHS  African-American  clients  is  nearly  triple  the  percentage  of  African- 
Americans  in  the  general  population.  This  trend  can  be  seen  throughout  the  Department's  major 
services  (health,  mental  health  and  substance  abuse  services).  Also  similar  to  the  other  major 
services,  Asian/Pacilie  Islanders  represent  a  smaller  proportion  of  ( ;MIIS  patients  than  they  represent 
of  the  overall  City's  population.  Caucasians  make  up  the  largest  percentage  of  CMHS  clients  (34 
percent).  However,  in  a  slight  change  from  last  year,  fewer  Caucasian  clients  were  seen  at  CMHS, 
with  a  three  percent  decrease.  Figure  6  shows  the  percentage  of  <  All  IS  patients  by  race/ethnicity. 
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Figure  (>:  Community  Menial  Health  Services  Clients 
by  Race/Ethnicity 
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CMHS  Client  Disorders 

CMHS  tracks  patient  disorders  based  on  the  diagnosis  given  at  the  time  of  their  most  recent 
episode.  Many  clients  have  more  than  just  a  mental  health  diagnosis,  however.  Substance 
abuse  is  the  most  common  co-existing  diagnosis,  and  exacerbates  existing  mental  health 
disorders.  Though  not  an  exhaustive  list.  Figure  7  shows  the  most  common  diagnostic 
categories  lor  the  clients  seen  bv  CMHS  in  the  last  fiscal  vear. 


Figure  7:   Community  Mental  Health  Service* 
Client  Disorders 
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Community  Substance  Abuse  Services 

The  Department's  Community  Substance  Abuse  Services  (CSAS)  manages  a  variety  of 
substance  abuse  treatment,  support  and  prevention  programs.  Their  mission  is  guided  by  the 
principle  of  Treatment  on  Demand:  to  reduce  the  harm  associated  with  alcohol  or  drug  use 
in  San  Francisco.  In  FY  2001-2002,  CSAS  served  14,127  clients.  <  >f  these  clients,  S3  percent 
were  substance  abusers,  and  the  rest  sought  services  for  eo-dependeney.  The  numbers  used 
in  this  section  do  not  include  clients  who  were  involved  in  substance  abuse  prevention 
programs  (e.g.,  education  programs  in  classrooms). 


CSAS  Patients  by  Age 

Compared  to  the  general  City  population,  clients  under  age  10  and  over  age  65  are 
underrepresented  in  the  CSAS  patient  population.  Though  only  five  percent  of  the  CSAS  clients 
are  under  age  IS,  nearly  half  ( 46  percent )  <  if  all  ( 1SAS  clients  started  using  drugs  when  they  were 
in  that  same  age  range.  The  largest  grouping  of  patients,  representing  a  much  higher  proportion 
of  CSAS  clients  than  City's  residents,  is  between  36  and  65  years  of  age.  <  Hit  of  a  total  of  14,127 
clients  in  FY  2001-2002,  S,(>03  (62  percent)  were  in  this  age  range.  Figure  8  shows  the  age 
groupings  of  <  1SAS  clients  served  in  FY  2001-2002  compared  to  the  Census  2000  data. 


Figure  8:   Community  Substance  Abuse  Services 
Clients  by  Age  Group 
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Comments  from  clients  of  various  substance  abuse  programs 
offered  by  the  Department  and  its  Contractors. 


'This  program  has  given  my  life  back.  I  have 
been  clean  for  a  year!" 

"This  program  is  exceptional  beyond  what  I  thought 
would  be  available." 

"This  program  has  been  a  real  success  in  my  life. 
Thank  you." 


"I  think  this  program  is  great.  I  can  see  it  doing  what 
it  is  supposed  to  be  doing  for  people  on  a  weekly 
basis.  I  can't  find  anything  I  think  should  change." 

"I  just  want  to  thank  the  clinic  of  Ward  93  for 'saving 
my  life'  if  it  was  not  for  the  clinic  I  would  be  dead. 
I  totally  believe  that!!" 


CSAS  Clients  by  Race/Ethnicity 

As  is  the  ease  with  the  other  patient  and  client  populations  accessing  Department  services, 
African-Americans  are  overrepresented  and  Asian/Pacific  Islanders  are  underrepresented,  when 
compared  to  their  representation  in  the  City's  general  population.  African-Americans  represent 
38  percent  of  the  CSAS  clientele,  while  they  represent  eight  percent  of  the  overall  population.  FY 
2001-2002  shows  a  six  percent  increase  in  African-American  clients  for  CSAS.  Figure  9  shows  the 
breakdown  of  San  Francisco's  major  racial  and  ethnic  groups  for  CSAS  compared  to  ( lensus  2000. 
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Figure  9:   Community  Substance  Abuse  Services  Clients 
bv  Race /Ethnicity 
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CSAS  Client  Substance  Abuse  Problems 

GSAS  tracks  the  substances  that  clients  identity  as  the  main  substance  they  abuse.  Heroin  is 
the  most  commonly  used  druii  at  40  percent,  with  alcohol  the  second  most  common  at  23 
percent.  Figure  10  shows  the  most  common  drills  abused  by  GSAS  clientele  in  FY  2001-2002. 


Figure  10:   CSAS  Clients  by  Type  of  Substance  Abused 
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San  Francisco  City  Clinic 

(  !ity  Clinic  is  a  specialty  clinic  that  has  been  providing  diagnosis  and  treatment  of  sexually 
transmitted  diseases  (STDs)  to  the  San  Francisco  community  since  1933.  City  Clinic 
provides  confidential,  low  cost,  convenient  drop-in  ST1)  services  to  all  persons  over  the  age 
of  12,  regardless  of  their  ability  to  pay. 


30 


The  majority  of  City  Clinic's  patients  arc  male.  Figure  11  shows  the  City  Clinic's  patient 
population  by  gender.  There  were  4<S  Transgender  patients  seen  at  ( lity  <  !linic  in  the  last  year, 
however  the  percentage  (.40)  was  not  high  enough  to  show  on  the  following  chart. 


Figure  11:   Citv  Clinic  Patients  by  Gender 
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City  Clinic  Patients  by  Age  Group 

Figure  12  shows  that  individuals  between  the  ages  of  25  and  44  make  up  the  largest  patient 
base  for  the  City  Clinic,  with  67  percent  of  all  City  Clinic  patients  in  this  age  range. 
Individuals  between  ages  15  and  24  represent  nearly  twice  the  percentage  of  City  Clinic 
patients  than  that  of  the  overall  City  population. 
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Figure  12:   City  Clinic- 
Patients  bv  Age  Group 
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City  Clinic  Patients  by  Race/Ethnicity 

Unlike  other  Department  services,  Caucasians  are  most  likely  to  be  seen  in  City  Clinic.  In 
this  instance  not  only  are  the  majority  of  City  Clinic  patients  Caucasians,  but  they  are  also 
seen  in  a  slightly  higher  percentage  than  they  represent  of  the  overall  population  in  San 
Francisco.  African-American  and  Hispanic/Latino  clients  are  also  represented  in  higher 
proportions  when  compared  to  the  City's  population.  Only  12  percent  of  City  Clinic's  clients 
are  Asian/Pacific  Islanders,  though  they  represent  31  percent  of  the  City's  overall  population. 
This  does  represent  a  slight  increase  from  last  year,  when  the  Asian/Pacific  Islander 
population  only  accounted  for  l>.5  percent. 


Figure  13:   City  Clinic  Patients 
by  Race/Ethnicity 
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Inside  the  department 


The  Department's  Budget 

In  Fiscal  Year  (FY)  2001-2002,  the  Department  continued  to  struggle  with  significant 
financial  challenges.  Many  of  the  difficulties  faced  by  the  Department  are  endemic  within  the 
entire  health  care  industry,  but  place  a  particular  strain  on  public  health  programs  and 
hospitals.  Financial  pressures  include: 

•  Shrinking  state  and  local  tax  revenues. 

•  High  numbers  of  people  without  health  insurance. 

•  Federal  and  State  policy  changes  that  reduced  Medi-Cal  and  Medicare  payments. 

•  Shortages  in  many  key  health  professions. 

•  Double  dii*it  increases  in  the  cost  of  drugs,  pharmaceuticals  and  medical  supplies. 

The  attacks  on  the  World  Trade  Center  and  the  Pentagon  on  September  11,  2001. 
compounded  many  of  these  problems,  significantly  damaging  the  economy  and  increasing 
the  number  of  individuals  without  health  insurance.  More  than  one  in  three  workers  who  lose 
their  job  also  lose  their  health  insurance.  San  Francisco's  unemployment  rate  was  (>.(> 
percent  (20,200  individuals)  in  November  2001,  more  than  doubling  from  the  previous  year. 
The  economic  downturn  likely  added  nearly  5,700  adults  to  the  ranks  of  San  Francisco's 
uninsured.  However,  the  national  attention  paid  to  emergency  preparedness  allowed  for  a 
focus  on  public  health  and  an  acknowledgement  of  public  health's  role  in  helping  to  protect 
health  and  safety.  Funding  in  this  specific  arena  has  increased  and  has  allowed  the 
Department  to  update  and  improve  its  emergency  preparedness  infrastructure. 

In  FY  2001-2002,  the  Department's  budget  was  S982.1  million.  The  City  and  County 
contributed  S306.4  million  from  the  General  Fund,  representing  31  percent  of  the 
Department's  total  budget.  Revenues  from  Medi-Cal  represented  the  second  largest  source  of 
revenue  for  the  Department,  comprising  26  percent  of  the  budget  at  S251  million.  Due  in 
large  part  to  decreased  Medi-Cal  funding,  the  Department's  reliance  on  the  general  fund 
increased  from  the  previous  fiscal  year  when  the  general  fund  and  Medi-Cal  each  represented 
20  percent  of  the  Department's  budget. 
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Revenue 


Department  of  Public  Health 

Sources  of  Revenue 

FY  01-02  Budget 

$982.1  million 


Fees/Recovery  . 

Misc 

$44.2  (4%) 


Special  Revenue 
$38.2  (4%) 


Patient  Revenues 
$26  6  (3%) 


City  General  Fund 
$306  4  (31%) 


State  Realignment 
$139  7  (14%) 


Expenditures 


Department  of  Public  Health 

Expenditures 

FY  01-02  Budget 

$982.1  Million 


Services  of  Other 

Depts 

$36.8  (4%) 


Materials  &  Supplies 
$54  7  (6%) 

Work  Order  Fund 
$19  2    (2%) 


Contractual  &  Non- 
Personal  Services 
$269  3    (27%) 


Grants 
$774  (8%) 


Salaries  &  Fringe 

Benefits 
$456.1      (46%) 


Special  Proiects 
$55.6     (6%) 


Capital 
8  4    (1%) 


Equipment 
$46  (0%) 
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Local  Foundations  and  Volunteers 


San  Francisco  Public  Health  Foundation 

The  San  Francisco  Public  Health  Foundation  provides  resources  to  improve  public  health 
efforts  in  the  County.  In  FY  2001-2002,  the  Public  Health  Foundation  raised  8126,897  to 
support  many  programs  and  enhancements,  including: 

•  The  Picture  Room  -  an  HIV  Portrait; 

•  Equipment,  supplies  and  special  services  for  Health  Centers;  and 

•  Ads,  incentives,  home  testing  urine  kits  to  prevent  sexually  transmitted  diseases. 


A  volunteer  at  San  Francisco 
General  Hospital  reads  to  a 
young  patient. 


The  San  Francisco  General  Foundation 

The  San  Francisco  General  Hospital  (SFGII)  Foundation  is  dedicated  to  improving  the  care 
and  comfort  of  patients  at  San  Francisco  General  Hospital.  The  SFGII  Foundation  is  the  only 
organization  dedicated  to  raising  money  for  the  hospital  and  has  an  independent  board  of  30 
directors  drawn  from  the  community.  The  Foundation  has  raised  more  than  S12  million 
since  it  was  founded  in  10l>4.  Funds  arc  raised  for  a  variety  of  projects,  such  as  capital 
improvements  and  state-of-the-art  equipment.  The  origin  of  SFGII  funding  is  as  follows: 

•  65%  is  from  Foundation  and  trust  grants; 

•  M)"a  is  from  individuals;  and 

•  5"()  is  from  corporations. 

In  FY  2001-2002,  grants  totaling  S709,123  were  provided  by  SFGII  Foundation  to  support  the 
hospital's   various   projects    and    programs.    For   example,    the    Foundation    produced    the 
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Emergency  Response  Map  and  distributed  2M), 000  copies.  The  Foundation  recently 
launched  the  Women's  Health  Initiative,  a  special  interest  area  for  2002  and  beyond.  Funding 
also  went  to  the  Diabetes  Education  Fund,  the  Emergency  Department,  Amputee  Support 
and  facilities  renovation. 

Volunteers  of  San  Francisco  General  Hospital  and  Laguna  Honda  Hospital 

In  addition  to  offering  their  time,  volunteers  provide  funding  to  the  Department  for  programs 
and  sen-ices.  In  FY  2001-2002,  the  Volunteers  of  SFGH  donated  gifts  totaling  g33,497.  This 
funding  was  used  to  support  many  programs,  including  OB/GYN  Patient  Education,  Critical 
Incident  Stress  Debriefing  Training,  and  Diversity  Training.  Cash  donations  were  also  made 
to  pay  for  emergency  patient  food  and  transportation,  patient  clothing  and  a  Children's 
Holidav  Celebration. 


Volunteers  at  Laguna  Honda  Hospital  provided  gift  donations  equaling  883,019.  This  funding 
was  used  for  many  activities,  including  taking  patients  out  to  lunch,  outings  to  ball  games, 
activity  therapy,  and  a  pet  fund. 

Agencies  and  Organizations  that  Provided  Grants  to  the  Department  in  FY  2001-2002 


Asian  American  Recovery  Sen  ices.  Inc. 

Bureau  of  Justice  Assistance 

California  Department  of  Health  Services 

California  Department  of  Mental  Health 

California  Department  of  Alcohol  and  Drug 

Programs 

The  California  Endowment 

California  Integrated  Waste  Management  Board 

California  Family  Health  Council,  Inc. 

California  Health  Foundation  and  Trust 

Center  for  Substance  Abuse  Treatment 

Centers  for  Disease  ( lontrol 

Corporation  for  Supportive  Housing 

Eli  Lilly  and  Company 

Environmental  Protection  Agency 

Epiphany  Center  for  Families  in  Recovery 

Franklin  Benevolent  Association 

Fred  Hutchinson  Cancer  Research  -  Grant  & 

Contract 


Harvard  School  of  Public  Health 
Health  Resources  and  Services  Administration 
Join  Together  Organization 
Mayor  /  Housing  and  Urban  Development- 
Community  Planning  Development 
Mayor's  Criminal  Justice  Council 
National  Center  for  Tuberculosis  Prevention 
National  Institutes  of  Health 
Office  of  Traffic  Safety 
Public  Health  Foundation  Enterprises,  Inc. 
Regents  of  the  University  of  <  California 
Richard  and  Rhoda  Goldman  Fund 
The  San  Francisco  Foundation 
State  Water  Resources  Control  Board 
Substance  Abuse  and  Mental  Health  Services 
Administration 

LIS.  Department  of  Fish  and  Came 
U.S.  Department  of  Health  and  Human  Services 
University  of  (   iliforni  i  at  San  Prancisco 
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The  Strategic  Plan 


What  Is  Strategic  Planning? 

Strategic  planning  is  the  process  of  building  a  long-term  organizational  direction  and 
assembling  a  strategy  to  achieve  that  vision.  A  strategic  planning  process  results  in 
fundamental  decisions  and  actions  that  shape  and  guide  what  the  organization  is,  what  it 
does  and  why  it  does  it.  Strategic  planning  is  a  collaborative  process  that  builds  consensus. 
It  helps  the  organization's  policymakers  and  managers  think  and  act  more  strategically. 
Strategic  planning  is  necessary  to  ensure  that  the  Department  is  proactive  in  addressing 
changes  in  the  financing,  regulation  and  delivery  of  health  services. 

Strategic  Planning  Goals 

The  Strategic  Plan  identifies  four  primary  goals  for  the  Department  to  be  used  over  the  next 
three  years. 

•  Goal  1:  San  Franciscans  have  access  to  the  health  services  they  need,  while  the 
Department  emphasizes  services  to  its  target  populations. 

•  Goal  2:  Disease  and  injury  are  prevented. 

•  Goal  3:  Services,  programs,  and  facilities  are  cost-effective  and  resources  are  maximized. 

•  Goal  4:  Partnerships  with  communities  are  created  and  sustained  to  assess,  develop, 
implement  and  advocate  for  health  funding,  policies,  programs,  and  services. 

The  goals  address  long-range,  broad  issues  and  affect  the  ability  of  the  Department  to  fulfill 
its  mission.  Under  each  goal  are  several  strategies,  which  identify  the  general  approaches  the 
Department  will  pursue  to  enable  it  to  accomplish  its  goals.  For  each  strategy,  there  are  one 
or  more  objectives.  The  objectives  are  specific  and  state  the  activities  that  the  Department 
will  undertake  in  order  to  implement  the  strategy  and  achieve  the  goals.  Each  strategy  also 
has  one  or  more  desired  outcomes.  These  are  the  results  that  the  Department  anticipates  it 
will  achieve  from  implementing  the  strategy. 

Strategic  Plan  Implementation 

The  Strategic  Plan  is  a  long-term  tool  used  to  guide  the  Department's  activities  beginning  in 
Fiscal  Year  2001 -2002  through  FY  2003-2004.  Initiatives  and  programs  the  Department  seeks 
to  implement  in  this  time  period  will  further  one  or  more  of  the  goals  and  strategies  of  the 
Strategic  Plan.  Due  to  limited  resources  and  the  resulting  need  to  prioritize  the  Department's 
activities,  the  Department  began  implementation  by  focusing  on  several  key  priorities,  but 
will  address  all  strategies  over  time. 
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The  Strategic  Plan  and  Tliis  Annual  Report 

The  programs  and  services  detailed  in  this  annual  report  that  support  the  Department's 
strategic  planning  goals  and  objectives  are  not  meant  to  be  a  comprehensive  list  of  the 
Department's  progress  on  the  implementation  of  the  Strategic  Plan.  They  are  meant  to 
provide  just  a  few  examples  of  the  many  ways  the  Department  is  moving  forward  in  a 
coordinated  and  thoughtful  manner  to  accomplish  its  mission  to  protect  and  promote  the 
health  of  all  San  Franciscans. 


38 


Goal  I 


San  Franciscans  Have  Access  to  the  Health  Services  they 
Need, While  the  Department  Emphasizes  Services  to  its 
Target  Populations. 

The  Department's  Strategic  Plan  identities  the  following  three  principal  target  populations: 

•  Uninsured  (working  and  non-working),  indigent  and  underinsured 

•  Low-income  and  impoverished 

•  Homeless 

Other  target  populations  were  identified  and  are  (in  alphabetical  order): 

•  Children  (infants,  toddlers,  school-age,  disabled,  foster)  and  youth;  low-income  families 
with  children 

•  Frail  elderly 

•  Incarcerated 

•  Low-income  racial  and  ethnic  minority  persons 

•  Mentally  ill 

•  Multiply  diagnosed 

•  People  with  chronic  disease,  and  disabilities 

•  Persons  at  risk  of  STDs  including  HIV/AIDS 

•  Substance  abusers 

•  Immigrants,  including  the  undocumented,  newcomers  and  monolingual 

•  Workers  in  unsafe,  unregulated  environments 

The  Departments  Strategic  Plan  also  identified  the  following  target  neighborhoods  (listed  in 
alphabetical  order): 

•  Bayview/IIunters  Point 

•  Chinatown 

•  Mission 

•  Outer  Mission 

•  Potrero  Hill 

•  South  of  Market 

•  Tenderloin 

•  Visitaeion  Vallev 
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STRATEGY 

Focus  Population-Based  Public  Health  Services  On  The  Entire 
Community  And  Personal  Health  Care  Services  On  Target  Populations. 


Population-Based  Services 

Lessons  Learned  in  Light  of  °7 11/01 

The  Department  has  increased  its  disaster  capabilities  to  prepare  better  tor  any  threat  to 
public  health  and  safety.  The  Department  is  confident  in  its  ability  to  detect,  communicate 
and  respond  effectively  to  any  community  health  crisis.  Some  of  the  recent  activities  aimed 
at  improving  the  Department's  abilities  in  this  area  include: 


•  The  Disaster  Registry  Program  for  senior  and 
disabled  persons  facilitates  the  link  between  the  need 
for  disaster  services  and  responding  agencies.  In  FY 
2001-2002,  the  Department  enrolled  5,000  members 
and  continued  to  coordinate  with  volunteer 
organizations  such  as  the  Neighborhood  Emergency 
Response  Teams  for  training  and  exercising  of  our 
disaster  capabilities. 

■Ml      •  The  EMS  Section  recently  implemented  new 
communications,  equipment  and  supply  policies. 
Ambulances  are  now  equipped  with  special  disaster  kits 
and  regularly  communicate  with  each  other,  the  City's 
Emergency  Communications  Department,  the  EMS  Section  and  the  hospitals.  Department 
staff  who  coordinate  care  at  our  clinics,  acute  care  facilities  and  long-term  care  facilities 
are  linked  through  pager  systems  and  radio  networks  with  incoming  information  from  the 
( lenters  for  Disease  Control  and  Prevention  regarding  potential  public  health  threats. 


Department  labworker  Virginia  Zapitz, 


•  The  Department's  Disaster  Plan  and  caches  of  specialized  disaster  equipment  and 
supplies  were  updated.  <  >utreach  to  community  health  care  providers  and  other  City 
departments  allowed  for  system-wide  drills  to  test  our  readiness  against  all  hazards. 

•  The  Department's  Public  Health  Laboratory  can  now  analyze  specimens  for  the 
presence  of  anthrax.  The  Department  runs  the  only  laboratory  in  San  Francisco 
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authorized  to  test  environmental  samples  (e.g.,  powders)  for  anthrax.  In  FY  2001-02, 
one  hundred  samples  were  tested,  including  samples  from  television  network  employees 
who  were  visiting  network  headquarters  in  New  York  City  when  anthrax  exposure  was 
documented.  The  Public  Health  Laboratory  also  tested  60  environmental  samples 
collected  by  first  responders  (firefighters  and  police)  in  conjunction  with  the  City's 
Hazardous  Materials  Team.  All  samples  tested  negative  for  anthrax. 


Unearthing  Pollutants  and  the  Polluters 

The  Department's  Hazardous  Materials  Unit,  together  with  the  City  Attorney's  Office,  worked 

with  the  State  Attorney  General's  Office,  the  California  Environmental  Protection  Agency,  the 

State  Water  Resources  Control  Board,  and  the  California  Air  Resources  Board  to  investigate 

underground  storage  tank  violations  at  service  stations  owned  by  a  major  oil  company 

throughout  the  state.  The  investigation  revealed  that  59  of 

the  stations,  including  three  located  in  the  City,  had  failed 

to  meet  the  1998  tank  upgrade  requirements.  The  upgrades 

had  been  previously  self-certified  by  the  oil  company  as 

having  been  completed.  Alter  the  Attorney  General's  Office 

filed  a  complaint,  the  oil  company  submitted  to  a  settlement 

agreement  worth  several  million  dollars,  including  the  costs 

to  bring  the  stations  into  compliance.  The  City  and  County 

of  San  Francisco  received  a  portion  of  the  stipulated  penalty 

amount.    This    coordinated    enforcement    action    against 

violators  of  environmental  regulations  shows  the  benefit  of 

local  governments   working  together  with   state   agencies 

toward  a  common  public  health  goal. 


An  offending  Storage  Tank  unearthed. 


Personal  Health  Care  Services 

"The  Avon  Products  Foundation  Comprehensive  Breast  Center"  at  San  Francisco  General 
Hospital  (SFGH) 

Breast  cancer  affects  one  of  every  eight  women  in  the  United  States.  Within  the  Community 
Health  Network  (CHN),  it  is  estimated  that  there  are  approximately  8,000  female  patients 
between  the  ages  of  40-79  who  are  in  need  of  mammography  services.  In  an  effort  to  prevent 
death  and  reduce  morbidity  from  breast  cancer,  CHN  committed  to  increase  its  capacity  to 
perform  mammography  screenings.  Through  the  collaborative  efforts  of  SFGH/CHN,  the 
University   of  California,    San    Francisco   (UCSF),   and    the   SFGH    Foundation,    the   Axon 
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Products  Foundation  awarded  a  gift  of  SI 2.2  million  to  be  used  to:  1 )  support  clinical  activities 
at  SFGH  that  will  include  SFGH's  heterogenous  breast  cancer  community  of  patients  in  breast 
cancer  research  underway  at  the  UCSF  (lancer  Center;  2) 
provide  equal  access  to  the  best  breast  care  for  medically 
undeserved  women;  and  3)  develop  new  methods  of 
educating  SF(  HI  patients  about  all  aspects  of  breast  care  and 
treatment. 


A  significant  portion  of  the  funds  will  support  new 
personnel,  equipment  and  the  construction  of  a  4,000 
square  foot  facility  at  SFGH.  This  facility  will  allow  for  the 
provision  of  an  additional  5,000  mammograms  each  year 
and  for  expansion  into  new  service  areas  of  stereotatic  core 
biopsies  and  vacuum  assisted  large  core  ultrasound  breast 
biopsies.  The  crown  jewel  of  the  new  Center  will  be  the 
incorporation  of  state-of-the-art  Digital  Mammography 
Machines,  thereby  giving  San  Francisco's  most  vulnerable 
women  access  to  world-class  service. 
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An  SFGH  patient  receiving  a 
mammogram. 


Creating  a  Convenient  System  for  HIV  Testing 

The  Department's  Public  Health  Laboratory  collaborated  with  the  Department's  AIDS 
Surveillance  staff  to  devise  a  system  to  permit  home-based  collection  of  urine  for  HIV 
screening.  This  required  implementing  a  third  test  method  in  the  Public  Health  Laboratory 
for  urine  testing,  in  addition  to  the  methods  used  for  testing  blood  and  oral  fluid.  San 
Francisco  is  the  first  county  in  the  Bay  Area,  and  perhaps  the  State,  to  offer  this  alternative. 
San  Francisco  residents  can  now  request  a  home  kit,  collect  a  urine  specimen  and  mail  it  to 
the  laboratory.  Results  are  available  within  fixe  days  and  counselors  contact  individuals  to 
provide  their  results  to  them  directly.  This  new  system  was  initiated  in  June  2002  and  over 
one  hundred  tests  were  done  in  FY  2001-2002. 

Reducing  the  High  Incidence  of  Hepatitis  in  San  Francisco 

In  an  effort  to  reduce  the  high  incidence  of  hepatitis  A  and  1>  among  men  who  have  sex  with 
men.  the  Department,  with  support  from  the  community  health  collaborative  Castroguys, 
kicked  off  a  grassroots  initiative,  "StopHep"  to  encourage  men  to  get  vaccinated  against  these 
two  serious  diseases.  (Castroguys  is  a  collaboration  between  the  Department,  the  UCSF 
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Center  for  AIDS  Prevention  Studies,  and  a  group  of  activists,  physicians,  social  workers, 

artists,  and  program  leaders.)   As  part  of  the  campaign,  the  Department  began  a  hepatitis  A 

and  15  immunization  clinic  offering  discounted  vaccines  at  Gold's  Gym,  beginning  in  May 

2002.    Between   May   and    September   2002, 

over    MH)    people    were     immunized.     In 

addition,  this  campaign  included  a  new  Web 

site   (www.stophep.com)    that    has    had   an 

average  of  1,500  visits  per  month,  a  public 

service  announcement  for  television  that  was 

shown    on    local    television    stations,    and 

various  educational  materials  for  distribution 

that   encourage   more   private   providers   to 

administer    the    immunizations    as    part    of 

primary  care. 

Janet  Zola,  from  the  Department's  Communicable  Disese 
Prevention  Unit,  displays  "StopHep"  campaign  materials 

STRATEGY 

Clarify  The  Target  Neighborhoods  That  The  Department  Should 
Consider  As  Priorities  For  Service 

Empowering  Youth  in  Bayview/Hunters  Point  and  the  Mission 

The  Department  initiated  Youth  Peaceful  ( )rganizers  Working  to  Enact  Results  (YouthPOWER) 
to  focus  on  two  neighborhoods  that  have  long  struggled  with  community  and  youth  violence, 
Bayview/Hunters  Point  (BYIIP)  and  the  Mission.  In  the  Mission,  the  focus  was  on  females. 
YouthPOWER  employs  youth  in  each  neighborhood  to  engage  in  a  process  that  incorporates 
an  analysis  of  neighborhood  risk  and  protective  factors  as  well  as  outreach  and  engagement  of 
youth  and  community-based  and  City  agencies  for  the  development  of  recommendations. 

Results  of  the  YouthPOWER  program  include: 

•  Increased  collaboration  between  departments; 

•  Understanding  and  support  for  prevention  and  early  intervention  demonstrated  by 
increased  access  to  mental  health  services  and  the  utilization  of  YouthP<  AVER 
recommendations  by  other  citywide  plans  and  initiatives;  and 

•  Active  participation  of  I'A'IIP  and  Mission  youth,  agencies  and  adults  in  the  development 
and  implementation  of  the  plan  recommendations  through  Community  Action  Teams. 
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STRATEGY 

Expand  Health  Care  Coverage  To  San  Francisco's  Uninsured  To  Improve 
Health  Status  And  Access  To  Care 


Healthy  Kids  Kicks-Off 

In  January  2002,  a  year  of  planning  paid  off  as  children  and  youth  began  enrolling  in  Healthy 
Kids.   This   new   program   provides  comprehensive   medical,   dental,   and   vision  coverage 

through  the  San  Francisco  Health  Flan  for  low- 
income,  uninsured  San  Francisco  children. 
Mayor  Brown  declared  January  13,  2002  as 
"Healthy  Kids  Day"  in  San  Francisco.  Large 
enrollment  events  drawing  more  than  2,000 
residents  were  held  in  Chinatown,  the  Mission 
District,  and  Bayview/Hunters  Point  on  the 
weekend  of  January  12th  and  13th.  At  the  end 
of  FY  2001-02,  1,427  of  the  estimated  5,000 
eligible  children  in  San  Francisco  were  enrolled. 
Uninsured  San  Francisco  residents  age  IS  and 
younger  in  families  under  300  percent  of  the 
federal  poverty  level  (approximately  845,000  for 
a  family  of  three)  are  eligible,  regardless  of 
immigration  status. 


Two  of  San  Francisco's  Healthy  Kids. 


'Every  service  is  available  here.  I'm  very  grateful  for 
staff  and  the  services  I  receive." 

-A  San  Francisco  General  Hospital  patient 


STRATEGY 

Ensure  That  The  Community  Health  Network  Continues  Its  Vital  Role  In 
The  Delivery  Of  Health  Care 

Investments  in  Neighborhood  Health  Centers 

In    August    200  1,    the    Department    initiated    efforts    to    address    much    needed    capital 

improvements  to  its  neighborhood  health  centers.  Design  work  began  on  the  renovation  of 
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Maxine  Hall  Health  Center.  Improvements  include  increased  patient  capacity  through 
additional  examination  rooms,  accessibility  improvements  to  the  main  entry  and  restrooms, 
improvements  to  the  heating  and  ventilation  systems,  and  reconfiguration  of  the  substance 
abuse  area.  In  addition,  an  extensive  Study  was  undertaken  to  address  widespread  problems 
with  many  of  the  health  centers'  heating  and  ventilation  systems.  The  study  found  overall 
comfort  and  airflow  deficiencies  with  several  facilities  and  provided  cost  estimates  lor 
proposed  solutions  included  replacement  equipment.  The  study  covered  Southeast  Health 
Center,  Ocean-Park  Health  Center,  Chinatown  Public  Health  Center,  Castro-Mission  Health 
Center,  and  North  of  Market  Senior  Services.  It  formed  the  basis  for  eventual  design  and 
construction  work  anticipated  in  2002-03. 

Preparing  for  HIP.VVs  New  Privacy  Regulations 

The  federal  Health  Insurance  Portability  and  Accountably  Act  (HIPAA)  requires  health  care 
providers,  health  plans  and  clearinghouses  to  adopt  new  privacy  and  security  regulations, 
and  implement  national  standards  for  coding  clinical  and  billing  information.  This  is  a  major 
effort  for  health  and  hospital  systems  across  the  country.  The  Department  kicked  off  its 
HIPAA  compliance  effort  by  establishing  a  HIPAA  Steering  Committee  with  task  groups  to 
assess  and  implement  the  provisions  of  the  Act.  The  Steering  Committee's  Privacy  Task  Force 
has  worked  diligently  during  this  fiscal  year  to  development  an  implementation  plan  for  the 
Department's  compliance  with  the  HIPAA  privacy  regulations.  Full  compliance  is  expected 
by  the  spring  of  2003. 


STRATEGY 

Improve  Integration  Of  Services  (Physical,  Behaviorial,  Social  And 
Environmental)  For  Target,  Vulnerable  And  At-Risk  Populations  Who 
Need  Multiple  Services. 

Reorganizing  Services  for  Patients  with  Dementia 

This  past  year,  Laguna  Honda  Hospital  and  Rehabilitation  Center  (LHHRG)  began  organizing 
its  eight  dementia  units  into  a  Dementia  Cluster,  with  the  intention  of  developing  excellence 
in  provision  of  dementia  care,  including  the  use  of  prosocial  behavioral  planning.  The  newest 
addition  to  the  Dementia  Cluster  is  group  therapy  for  the  cognitively  impaired,  which 
provides  support  and  stimulation,  promotes  interaction,  and  facilitates  the  maintenance  of 
the  current  level  of  cognitive  functioning.  Prosocial  behavioral  planning  groups  help  staff  to 
problem-solve  about  dealing  with  difficult  resident  behaviors.  An  increase  in  communication 
among  staff  members  is  another  positive  by-product  of  this  approach. 
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Coordinating  Services  for  the  Homeless 

In  May,  the  latest  drop-in/resource  center  for  the  homeless  opened  in  the  inner  Mission  District. 
The  San  Francisco  Department  of  Human  Services  (DHS)  contracts  with  Mission  Neighborhood 
Resource  Center  (MNRC)  as  the  lead  agency  in  a  collaboration  with  the  Department's  Mission 
Mental  Health  ( lenter  and  the  Mission  Council  to  bring  a  wide  range  of  services  for  the  homeless 
into  one  location.  The  center  uses  a  harm  reduction  approach  to  providing  services.  The 
Department  provides  an  on-site  wound  clinic,  working  collaboratively  in  the  planning  with  DHS, 
the  Mayor's  Office  on  Homelessness,  and  the  Mission  Neighborhood  Health  Center.  With 
intravenous  drug  use,  particularly  the  pervasive  use  of  heroin,  there  is  a  high  need  to  address  soft 
tissue  infections.  MNRC  also  provides  showers,  lockers,  washer/dryer,  food,  case  management, 
mental  health  services,  substance  abuse  sen  ices,  and  activities  for  homeless  individuals. 

Improving  Communication  Regarding  Cluldren.  Youdi  and  Family  Seniees  widiin  die  Department 

In  April  2001  the  Department  began  die  reorganization  of  die  Department's  internal  working  group,  die 
( I<  x  irdinating  ( ]<  iiineil  f<  >r  ( lliildren,  Y(  >udi  and  Families,  elevating  it  to  die  Executive  ( It  >mmittce  level.  Co- 
chaired  by  Barbara  Garcia,  Deputy  Director/Director  of  Community  Programs,  and  Anne  Kronenberg, 
Deputy  Director/Director  of  Policy  and  Planning  die  purpose  of  die  intra-departmental  Council  is  to 
pre  nide  stn  ing  leadership  f<  >r  p  >liey  devel<  ipment,  pri<  >rity -setting,  planning,  c<  >Ualx  >rati(  >n,  and  integrate  >n 
of  seniees  to  assure  die  best  possible  healdi  and  well-being  of  San  Francisco's  children,  youth,  ;uid  their 
families  and  e<  m  >rdinate  the  vari(  uls  1  tepartment  pr<  igrams  and  seniees  affecting  dicsc  p  >pulati<  ins. 

The  Department's  New  Office  of  Adolescent  Health 

In  FY  2001-2002  the  Department's  first  Adolescent  Health  Coordinator  was  hired.  This 
Coordinator  staffs  the  new  Office  of  Adolescent  Health,  which  was  created  to  identify  and 
address  the  physical  and  behavioral  health  needs  of  adolescents  in  San  Francisco.  The  <  )ffice 
will  also  work  to  integrate  and  coordinate  adolescent  health  seniees  within  the  Department, 
other  city  agencies  and  the  community.  The  <  M'fiee  has  been  designing  an  adolescent  health 
strategic  plan  for  the  Department  for  release  in  January  2003.  This  will  provide  a  guide  for 
adolescent  health  programs  and  seniees  within  the  Department. 

Treating  Mental  Health  and  Substance  Abuse  Needs  through  One  Program 
The  Community  Programs  division  of  the  Department  is  serving  an  increasing  number  of 
clients  with  multiple  disorders  and  complex  needs.  National  trends  show  that  60  to  70 
percent  of  the  individuals  with  mental  health  or  substance  abuse  disorders  actually  have 
both.  In  tact,  over  4,200  Department  clients  engaged  in  the  Department's  mental  health  and 
substance  abuse  programs  have  both  mental  health  and  substance  abuse  disorders. 
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Addressing  this  fact,  the  Community  Programs  division  reorganized  individual  systems  of  mental 
health  and  substance  abuse  care  into  an  integrated  system  of  "Community  Behavioral  Health 
Services."  Behavioral  Health  has  been  defined  as  an  integrated,  inter-disciplinary  system  of  care  that 
approaches  individuals,  families,  and  communities  as  a  whole  and  addresses  the  interactions  between 
psychological,  biological,  socio-cultural,  and  environmental  factors.  The  vision  for  Department's  new 
Behavioral  Health  integrated  system  is  "Any  Door,  The  Right  Door,"  meaning  a  system  that  can 
respond  quickly  and  appropriately  to  clients'  behavioral  health  needs  regardless  of  point  of  entry. 

Direct  Access  to  Housing 

The  Housing  and  Urban  Health  Section  prepared  for  the  opening  of  two  new  Direct  Access  to 
Housing  sites,  which  will  open  in  the  Fall  of  2002.  The  first  site  to  open  will  be  the  Camelot 
Hotel,  located  at  124  Turk  Street.  The  hotel,  vacant  since  the  Loma  1'rieta  earthquake  in 
198°,  will  be  home  to  55  individuals.  The  second  site  to  open  this  fall  will  be  the  Star  Hotel, 
located  at  217(>  Mission  Street.  This  property,  vacant  for  the  last  four  years  due  to  a  hotel  fire 
has  been  completely  renovated  and  will  house  54  individuals. 

Both  buildings  will  provide  permanent  housing  for  chronically  homeless  people  with  a 
particular  emphasis  on  services  for  individuals  with  mental  illness  and/or  HIV/AIDS.  The 
buildings  will  be  operated  by  a  collaborative  led  by  Baker  Places,  Inc.  in  conjunction  with 
Tenderloin  AIDS  Resource  Center,  Lutheran  Social  Services,  and  John  Stewart  Company.  All 
residents  have  access  to  a  full  range  of  support  services  geared  toward  residential  stability 
and  improved  health.  With  the  addition  of  these  two  hotels,  the  Direct  Access  to  Housing 
program  will  now  include  a  total  of  six  buildings  with  over  400  units. 


View  from  a  room  inside  the 
new  Camelot  Hotel. 


A  newly  renovated 
Star  Hotel. 
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STRATEGY 

Use  Data  And  Evaluation  More  Routinely  And  Uniformly  To  Guide 
Program  Planning  And  Priority  Setting. 

Identifying  Populations  at  Risk  for  Pedestrian  Injury 

The  Pedestrian  and  Traffic  Safety  Program  in  the  Department's  Community  Health  Education 
Section  has  been  working  to  compile  pedestrian  injury  data  from  SFGH  Trauma  Registry 
reports,  SFGH  Emergency  Medical  Services  reports,  and  Police  Department  collision  reports. 
These  data  allow  the  identification  of  neighborhoods  and  age  groups  that  may  be  of  high  risk 
for  pedestrian  injury.  A  draft  report  analyzing  the  data  that  were  collected  is  being  finalized 

for  release  later  in  FY  2002-2003.  The  program  also 
provides  training  on  community  organizing,  funding, 
advocacy  and  other  tools  for  neighborhood  activists, 
and  helps  to  link  community  groups  and  City  agencies. 
Eleven  community  groups  are  currently  receiving  grant 
funds  to  work  on  traffic  safety  issues.  San  Francisco 
experienced  an  unprecedented  seven  percent  decrease 
in  pedestrian  injuries  and  deaths  from  2000  to  2001. 

A  pedestrian  safety  rally  in  San  Francisco. 

Understanding  Violent  Death  and  Injury 

The  San  Francisco  Violence  and  Injury  Reporting  System  (SFVIRS)  has  been  working  with 
the  Police  Department,  Medical  Examiner's  Office,  the  Emergency  Department  and  Trauma 
Center  at  San  Francisco  General  Hospital,  and  the  UGSF  Injury  Center  on  a  shared  multi- 
agency  database,  since  1998.  This  effort  is  supported  through  the  Department's  participation 
in  the  National  Violent  Death  Reporting  System  (www.nviss.org).  This  system  was  created  to 
be  a  comprehensive,  uniform  reporting  system  that  provides  information  about  when,  where, 
and  how  violent  deaths  occur.  The  SFVIRS  produced  an  Annual  Report  in  FY  2001-2002 
reporting  data  from  1999.  The  report  goes  beyond  demographics  and  links  data  regarding 
both  victims  and  perpetrators.  In  addition,  it  enhances  our  understanding  of  modifiable  risk 
factors  among  both  victims  and  perpetrators,  promotes  a  unified  approached  to  reducing 
deaths  and  injuries  due  to  violence,  and  serves  as  a  basis  for  evaluating  the  impact  of 
prevention  efforts.  Specifically,  the  data  show  that  25  percent  of  homicide  and  assault  victims 
and  known  suspects  are  from  outside  of  San  Francisco.  This  has  prompted  successful  efforts 
to  collaborate  regionally  throughout  the  Ray  Area  on  these  issues. 
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Goal  2 

Disease  and  Injury  Are  Prevented 

"This  program  is  best  thing  that  has  happened  to  me. 
My  health  has  improved  a  great  deal.  My  outlook  on 
life  also  is  much  better." 

-  Comment  from  a  Client  of  the  Department's  contractor  - 
Bay  Area  Addiction  Research  and  Treatment,  Inc. 


STRATEGY 

Strengthen  Primary  Prevention  Activities  Of  The  Department 

Increasing  Patient  Safety  by  Reducing  Medication  Errors 

In  keeping  with  the  Department's  strategic  goal  of  disease  and  injury  prevention,  a 
pharmacist  was  assigned  to  assume  the  role  and  responsibilities  of  Community  Health 
Network  Medication  Use  and  Safety  Officer.  The  focus  of  activity  for  this  position  is 
examination  of  all  steps  in  the  medication  use  process  (prescribing,  order  communication, 
labeling,  compounding,  dispensing,  distribution,  administration,  education)  to  recommend, 
develop  and  implement  systems  that  help  eliminate  or  substantially  reduce  medication  error. 
Augmenting  the  functions  of  the  Medication  Use  and  Safety  Officer,  automated  systems  to 
assist  with  accurate  dispensing  of  inpatient  medication  were  upgraded  at  San  Francisco 
General  Hospital,  implemented  by  Jail  Health  Services,  and  are  in  the  planning  stages  for 
implementation  at  Laguna  Honda  Hospital  and  Rehabilitation  ("enter. 

Preventing  the  Spread  of  Hepatitis  through  the  Jails 

Jail  Health  Services  (JUS)  provides  a  comprehensive  and  integrated  system  of  medical, 
psychiatric  and  substance  abuse  care  to  the  residents  of  the  San  Francisco  County  Jail 
system.  JUS  takes  advantage  of  the  opportunity  to  treat  and  provide  prevention  services  to 
incarcerated  individuals,  many  of  whom  do  not  access  services  in  the  community.  Because 
this  population  is  at-risk  for  contracting  hepatitis  due  to  high  risk  behaviors,  JUS 
collaborated  with  the  Department's  Hepatitis  Prevention  Program  to  develop  its  own 
Hepatitis  C  Counseling  and  Testing  and  B  Vaccination  Pilot.  This  pilot  project  offers  risk 
assessment,  counseling,  testing,  vaccination  and  follow-up.  In  the  first  quarter  of  this  project. 
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89  percent  of  those  who  received  their  first  hepatitis  B  vaccine  also  received  the  second  in  the 
series.  It  is  projected  that  more  than  50  percent  will  receive  the  third  and  final  dose.  The  project 
also  identifies  and  educates  this  high-risk  population  about  hepatitis  C  before  they  return  to  the 
community,  so  that  they  are  knowledgeable  and  aware  of  hepatitis  prevention  strategies. 


Lead  Prevention  Educational  Seminar. 


Recognizing  National  Lead  Poisoning 
Prevention  Week 

The  Children's  Lead  Prevention  Program 
developed  a  number  of  activities  to  mark 
National  Lead  Poisoning  Prevention  Week,  which 
took  place  the  week  of  October  22nd-27th.  Lead 
prevention  program  staff  sent  a  letter  to 
physicians  informing  them  of  the  new  State 
Department  of  Health  Services  regulations 
requiring  medical  providers  to  test  blood  lead 
levels  of  children  at  12  and  24  months  of  age  if 
they  receive  services  from  publicly  funded 
programs  for  low-income  children.  Also  medical  providers  are  required  to  test  this  same 
population  of  children  between  the  ages  of  25  and  72  months  if  they  have  not  been  previously 
tested.  During  the  week,  staff  participated  in  the  6th  Annual  Chinatown  Community  Health 
Fair  and  distributed  approximately  1,200  informational  brochures  and  booklets  to  1,000 
people  attending  the  event.  Program  staff  also  organized  several  press  events  for  the  week 
including:  two  radio  interviews,  reaching  an  audience  of  approximately  45,000  listeners;  press 

releases  printed  in  four  local  newspapers, 
reaching  nearly  115,000  readers;  and  public 
service  announcements  aired  on  two  radio 
stations.  Informational  bookmarks  in  English, 
Spanish,  and  Chinese  were  delivered  to  the  San 
Francisco  Public  Library  for  distribution. 


Raising  Awareness  of  Syphilis  through  the 
Healthy  Penis  2002  Campaign 

A  new  and  innovative  social  marketing 
campaign  designed  to  heighten  syphilis 
awareness  and  encourage  gay  and  bisexual  men 
to  be  screened  for  sexually  transmitted  diseases 


Jeffrey  Klausner,  MD,  Department  STD  Unit 
Director,  poses  with  Healthy  Penis  2002  mascots- 
"Healthy  Penis"  and  "Phil  the  Syphilis  Sore." 
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(STDs)  began  in  June  2002.  "Healthy  Penis  2002"  is  a  multi-media  public  awareness  campaign 
featuring  cartoon  characters  "Phil"  the  syphilis  sore  and  "the  Healthy  Penis."  Components  of 
the  campaign  include  bus  shelter  posters,  print  ads,  a  Web  site  (www.healthypenis2002.org), 
outreach  cards,  posters  and  give-aways.  Following  an  outbreak  of  syphilis  among  gay  men  in 
2000  and  continuing  into  2002,  the  Department  increased  awareness  and  prevention  efforts 
around  syphilis.  The  messages  let  the  community  know  that  syphilis  is  curable,  that  it  is  a  co- 
factor  in  HIY  transmission  and  the  value  of  getting  tested. 


Preventing  the  Spread  of  HIV/AIDS 

The  Department  led  the  State  in  instituting  a  social  marketing  campaign  to  increase  the  IIIV 
prevention  skills  of  IIIV  positive  persons.  This  high-profile  effort  is  an  advertising  and 
Internet  campaign  called  "IIIV  Stops  With  Me,"  which  began  in  San  Francisco  and  has  now 
expanded  to  several  other  cities,  including  Los  Angeles  and  Boston.  It  features  people  with 
HiY  who  appear  on  television  commercials  and  billboards,  tell  their  stories  on  the  campaigns 
Web  site  (www.hivstopswithme.org)  and  respond  to  e-mail  messages.  In  addition,  the 
campaign  has  been  nominated  for  media  and  advertising  awards  and  was  highlighted  in  the 
New  York  Times  in  the  summer  of  2002. 

Most  importantly,  recent  evaluation  data  indicates  both  increased  1 1 IX'  prevention  knowledge 
and  increased  risk  reduction  behavior  on  the  part  of  community  members  who  have  seen  the 
ads  and  visited  the  web  page.  The  campaign  received  over  1,000,000  hits  and  an  average  of 
250  chat  sessions  per  day. 


Advising  San  Francisco  Drivers  to  Chill  Out 

The   Department's  "Chill  Out"  campaign  was  launched  in 

March  2002.  This  campaign  was  directed  toward  aggressive 

drivers,  with  messages  encouraging  safer  driving  practices. 

The  messages  included  "Chill  Out,"  "The  next  light's  gonna 

be  red  too. ..Chill  Out,"  and  "How's  your  drive  going  today? 

Chill    Out."    The    campaign    attracted    significant    media 

interest,  with  several  news  articles,  radio  station  coverage  and  a  frequently  visited  Web  site. 

Dl'II  staff  visited   13  community-based  organizations,  several  community  fairs,  and  many 

safety  awareness   programs   to  highlight   this  effort  and   distribute  give-away   items   with 

promotional  messages  to  their  clients. 
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STRATEGY 

Address  Social  And  Economic  Determinants  Of  Health  Status 


Understanding  Harm  Reduction 

The  Department  declared  April  "Harm  Reduction  Month"  and  held  a  series  of  events  to 
increase  knowledge  and  generate  discussion  on  the  subject.  Over  300  Department  staff, 
providers  and  community  members  participated  in  nine  harm  reduction  presentations  over 
the  month.  The  events  provided  a  forum  to  learn  about  and  discuss  harm  reduction  and  were 
part  of  the  implementation  process  for  the  Department's  recently  adopted  Harm  Reduction 
Policy.  The  month  included  nationally  recognized  experts,  authors  and  artists  working  in  the 
field  of  harm  reduction  and  concluded  with  a  panel  discussion  featuring  Health 
Commissioner  Roma  Guy  and  Supervisor  Gavin  Newsom. 

Harm  reduction  is  a  philosophy  that  promotes  methods  of  reducing  the  physical,  social, 
emotional,  and  economic  harms  associated  with  drug  and  alcohol  use  and  other  harmful 
behaviors.  Harm  reduction  methods  and  treatment  goals  are  free  of  judgement  or  blame  and 
directly  involve  clients  in  setting  their  own  goals.  The  Department  has  long  advocated  harm 
reduction  and  is  currently  adopting  a  policy  to  be  implemented  over  the  next  two  years, 
which  will  require  certain  publicly  funded  programs  to  address  in  their  program  design  and 
objectives  how  they  will  provide  harm  reduction  treatment  options. 

Cultural  Competency  with  Arab  and  Muslim  Communities 

In  January  2002,  the  Health  Commission  adopted  the  Culturally  and  Linguistically 
Appropriate  Services  (CLAS)  Standards  issued  by  the  United  States  Department  of  Health 
and  Human  Services,  Office  of  Minority  Health.  The  CLAS  Standards  were  adopted  as  general 
guidelines  to  provide  a  uniform  framework  for  developing  and  monitoring  culturally  and 
linguistically  appropriate  services  provided  by  the  Department  and  its  contractors.  The 
Commission  further  recommended  that  the  Department  establish  a  Task  Force  on  Cultural 
Competency  to  assist  with  implementation. 

The  Task  Force  was  convened  and  now  meets  on  a  monthly  basis.  The  Task  Force  conducted  a 
training  on  Cultural  <  lompetency  in  working  with  Arab  and  Muslim  communities.  <  Her  250  people 
attended  this  training.  Other  trainings  included  one  on  the  mental  health  needs  of  the  African- 
American  community  with  350  attendees,  and  one  on  Limited  English  Proficiency  clients 
(including  the  deal  and  hearing  impaired)  with  over  200  attendees.  Future  training  activities  are 
currently  being  developed  by  the  Department's  <  )fficc  of  KK(  >  and  ( lultural  ( lompetency  Programs. 
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Support  for  Women  with  Cancer  at  Chinatown  Public  Health  Center 

For  monolingual  Chinese  speaking  people  with  cancer,  language  and  access  barriers  hinder 
them  from  obtaining  the  needed  information  and  support  services  available  in  the  mainstream. 
In  addition,  ingrained  cultural  beliefs  about  cancer  and  the  fear  of  being  isolated  further  prevent 
these  individuals  from  receiving  the  support  they  need.  The  Chinatown  Public  Health  Center 
(CPHC)  created  a  multi-faceted  program  that  offers  culturally  and  linguistically  appropriate 
services  for  the  ( Ihinese-speaking  women  of  San  Francisco  facing  cancer.  The  ( Chinese  Women's 
Support  Group,  which  started  in  1W4,  provides  a  safe  place  for  Chinese  speaking  women  to 
talk  about  their  concerns,  fears  and  hopes  without  judgment.  Over  the  years,  the  program  has 
evolved  and  expanded.  In  fall  of  2001,  the  book  "Our  Stories:  Experiences  of  Chinese  Women 
Living  with  Cancer"  was  released.  This  book  highlights  quilt  pieces  created  by  these  women 
along  with  24  unique  and  moving  accounts  of  their  experiences. 


CPHC  also  created  the  "Chinese  Guide  to  Breast  Cancer 
Resources."  This  document  is  the  first  breast  cancer 
resource  guide  available  in  Chinese  for  monolingual  and/or 
limited  English  speaking  people  with  cancer.  The  guide 
includes  listings  of  medical  facilities,  public  and 
community  clinics,  support  groups,  community  services 
and  programs,  and  instructions  for  breast  self-exam.  In 
addition,  the  ( Chinese  ( lancer 
Leadership  Training  Program 
has  trained  Chinese  speaking 
cancer  women  to  become 
advocates  and  spokespersons  on 
cancer  issues  in  the  Chinese 
eommunitv. 


A  Chinatown  Public  Health  Center 
client  working  on  the  Chinese 
Women's  cancer  quilt. 
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Beyond  the  Legacy  of  Tuskegee 

On  December  12,  2001,  Maternal  and  Child  Health  Medical  Director  Dr.  Pat  Evans 
participated  in  a  panel  discussion  focusing  on  healthcare  and  medical  research  experiences 
of  African-Americans  from  historical,  cultural,  and  medical  professional  perspectives.  ( )ther 
panel  members  included  Dr.  Alvin  Poussaint,  one  of  the  nations  preeminent  child 
psvehiatrists  and  an  expert  on  race  relations  in  America  and  LaVera  Crawley,  a  scholar 
known  for  her  work  on  cultural  diversity  and  end-of-life  care. 

Healthy  Choices  for  Lesbians 

The  Second  Annual  Lesbian  Health  Research  Conference  'Healthy  Choices  for  Lesbians'  was 
held  June  2(>,  2002  in  San  Francisco;  cosponsors  included  the  National  Center  for  Lesbian 
Health  Research  at  UCSF,  the  Cay  and  Lesbian  Medical  Association,  Lyon-Martin  Women's 
Health  Services  and  the  Department's  <  )ffice  of  Women's  Health  ((  AMI ).  Attending  were  a  broad 
cross-section  of  over  300  representatives  from  the  lesbian  communities  of  the  Bay  Area  and 
other  regions  across  the  US.  Participants  joined  conference  organizers  for  an  interactive  and 
exciting  daylong  exchange  of  information,  ideas  and  suggestions.  Conducted  with  the  key 
objective  of  recommendations  and  requests  to  inform  decisions  framing  future  research 
projects,  conference  sessions  resulted  in  a  series  of  workshop  reports  for  on-going  reference. 

Maria  Cora,  Coordinator  of  the  <  AMI,  co-presented  one  of  the  keynote  speeches  on  'Multiple 
Marginalization:  Health  Disparities  of  Lesbian,  bisexual  and  Transgender  People  of  Color'; 
she  also  facilitated  a  workshop  on  'Bi,  Queer  and  Questioning  Cirls  and  Young  Women'. 
Barriers  faced  by  lesbians  of  color  emerged  as  a  key  thematic  focus  addressed  by  moderators, 
panelists  and  attendees  of  the  day's  eight  interactive  workshop  sessions.  Among  those 
addressed  were  challenges  such  as  lesbian  parenting  and  adoption,  coming  out  and  family 
acceptance,  aging  and  others. 

An  Interdisciplinary  Approach  to  Well-Being 

Laguna  Honda  Hospital  and  Rehabilitation  Center's  Psychosocial  Care  Units  focus  on  the 
care  of  individuals  who  have  complex  psychological,  behavioral  and  social  challenges  in 
addition  to  their  medical  conditions  that  require  skilled  nursing  care.  The  environment 
focuses  on  functional  improvement  through  intensive  daily  social,  rehabilitative, 
recreational,  and  educational  programming.  Each  resident's  care  plan  considers  culture,  age, 
socio-economic  background,  ethnicity,  sexual  orientation  and  spiritual  beliefs. 
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<  >ne  of  the  many  programs  in  which  these  residents  may  participate  is  New  Directions.  New 
Directions  is  co-facilitated  by  a  psychologist  and  an  activity  therapist.  The  focus  is  on  learning 
new  skills  to  help  improve  physical  well-being  and  interpersonal  function.  The  activities  are 
designed  to  provide  exercises  in  attention,  memory,  problem  solving,  stress  management  and 
interpersonal  interaction.  In  FY  2001-2002  the  group's  work  has  been  to  make  a  short,  silent 
film.  The  participants  studied  several  silent  films  and  the  various  techniques  used  in  movie 
making;  focused  on  emotional  response  to 
selected  events  usini*  role-playing;  created 
a  script  outline  for  the  movie;  and  are  now 
working  on  title  cards  and  rehearsals. 


Lynn  Brzostek  leads  a  group  of  LHH  residents  in  a  special 
project  through  the  New  Directions  program. 


55 


Goal  3 


Services,  Programs  and  Facilities  Are  Cost-Effective 
and  Resources  Are  Maximized 


STRATEGY 

Continue  To  Adopt  A  Financial  Strategy  That  Enhances  Revenue  And 
Reduces  Expenditures  To  Ensure  That  The  Overall  Public  Health  System 
Operates  Cost-Effectively 

Reducing  Cost  through  Administrative  Improvements 

Pharmaceutical  services  programs  are  provided  through  San  Francisco  General  Hospital,  Laguna 
Honda  Hospital  and  Rehabilitation  Center,  primary  and  specialty  care  clinics,  mental  health  clinics 
and  the  Jail  Health  System.  Prescription  services  are  also  provided  through  a  contracted  network 
of  community  pharmacies  to  indigent  primary  care  and  mental  health  clients.  Medications  for 
approximately  531,000  outpatient  and  discharge  prescriptions  and  862,000  inpatient  orders  per 
year  are  provided  on  a  Department-wide  pharmaceutical  supplies  budget  of  S29.9  million, 

In  FY  2001-2002  pharmaceutical  cost  reductions  were  realized  through  active  pursuit  of  and 
participation  in  manufacturer  patient  assistance  programs  (MPAP),  improved  antibiotic  drug 
use,  formulary  management,  and  special  pricing  negotiated  with  individual  drug 
manufacturers.  ( )verall  cost  reductions  through  these  various  programs  and  activities  totaled 
approximately  SI. 48  million.  Furthermore,  throughout  the  Department,  additional  revenue 
of  just  under  SI  million  was  realized  as  a  result  of  billing  improvements. 

Increasing  Capacity  and  Efficiency  in  Home  Health  Services 

Health  at  Home  (HAH)  has  been  delivering  home  health  services  to  residents  throughout  San 
Francisco  for  seven  years.  Following  its  first  year  of  adhering  to  new  rides  of  a  federally- 
mandated  prospective  payment  system  for  home  health  agencies,  HAH  has  been  able  to 
reorganize  its  operations  and  improve  efficiency  by  increasing  visits  by  1  1  percent  from  the 
prior  year,  reaching  a  level  of  nearly  20,000  visits. 

In  March  2002,  the  IIAII  Palliative  Care  Team  of  multidisciplinary  and  multi-cultural  staff, 
received  a  DPII  employee  recognition  award  for  their  exceptional  care  to  individuals  at  the 
end  of  life.  Linkages  are  made  by  home  care  staff  with  palliative  care  services  at  Laguna  Honda 
Hospital  and  with  the  <  )ncology  ( Ilinic  on  Ward  86  at  SFGH.  Nearly  3,000  visite  were  provided 
to  palliative  care  clients  last  year,  while  70  families  were  given  bereavement  counseling. 
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STRATEGY 

Address  The  Infrastructure  Needs  On  The  San  Francisco  General 
Hospital  Campus  And  At  The  Primary  Care  Sites 

Rebuilding  >an  1  raneisco  Ccneral  Hospital 

Passage  of  Senate  Bill  1953,  mandating  that  all  California  acute  care  hospitals  meet  upgraded 
seismic  safety  standards,  has  meant  that  San  Francisco  General  Hospital  Medical  Center 
(SFGH)  must  undergo  major  retrofitting  or  the  rebuilding  of  the  hospital  facility.  At  the 
conclusion  of  a  yearlong  planning  process,  it  became  evident  that  retrofitting  SFGHMC  was 
not  a  viable  option  -  financially  or  structurally.  In  February  2002,  the  Department  began  a 
second  planning  phase,  the  SFGH  bong  Range  Service  Delivery  (LRSD)  planning  process  to 
consider  the  future  (10-20  years)  healthcare  needs  of  San  Francisco  residents,  the  kinds  of 
senices  the  Department  will  provide,  and  its  impact  on  plans  for  rebuilding  San  Francisco 
General  Hospital.  This  plan  will  provide  recommendations  for  hospital  size  and  bed 
configuration,  location  options,  collaboration  opportunities  and  specific  program 
recommendations  for  trauma,  ambulatory  care,  psychiatry,  inpatient  pediatrics,  obstetrics. 
and  elder  care. 

Updating  the  Community  Health  Network's  Information  System  Infrastructure 

Perhaps  more  so  than  in  any  other  business,  the  pace  of  change  in  health  care  is  accelerating, 
propelled  by  technology,  economic  swings,  government  regulation  and  social  and  cultural 
shifts.  The  Information  Systems  Department  at  the  Community  Health  Network  (CIIN) 
increasingly  plays  a  central  role  in  improving  access  to  patient  care,  in  providing  more 
immediate  access  to  patients"  health  information,  in  supporting  quality  management  and 
research  activities,  and  in  improving  the  financial  stability  of  the  department. 

A  network  was  installed  throughout  the  CHN  in  1005,  intended  to  support  approximately  51 II I 
computers.  Today  the  (TIN  has  over  4,500  computers  attached  to  the  network.  In  January 
2002,  the  network  staff  in  conjunction  with  SBC  Datacomm  embarked  upon  a  massive 
network  upgrade.  A  state-of-the-art  switch  technology  was  acquired  to:  (1)  Satisfy  federal 
HIPAA  requirements  for  network  security  and  patient  information  privacy;  (2)  Improve 
network  performance;  and  (3)  Prepare  for  the  bandwidth-intensive  demands  required  to 
converge  voice,  data  and  images.  Both  San  Francisco  General  Hospital  and  Laguna  Honda 
Hospital  and  Rehabilitation  Center  were  also  converted  to  the  new  technology. 


S~ 


A  restaurant  inspector  from  the  Department's 
Environmental  Health  section  in  the  field. 


STRATEGY 

Design  An  E-Government  Strategy  And  Presence  ForThe  Department 

Food  Facilities  Violations  Report  Online 

In  June  2002,  the  Environmental  Health  Section  launched  the  Web-based  Food  Facilities 
Violations  Report.  The  public  can  access  this  service  through  the  Department's  Web  site, 
www.dph.ca.sf.us.  The  database  contains  a  total  of  5,861  businesses,  including  4,322  food 
preparation  facilities  and  1,530  food  market  establishments  operating  in  San  Francisco. 
Included  are  restaurants,  bars,  grocery  stores,  pushcarts,  stadium  food  facilities  and  any  facility 
that  dispenses  food  to  the  public.  Establishments  are  inspected  two  to  three  times  each  year, 
not  counting  the  reinspections  necessary  to  confirm  that  corrections  have  been  made.  The  new 
online  service  allows  individuals  to  enter  the  name  of  any  food  establishment  and  access 
information  from  recent  inspections. 
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STRATEGY 

Improve  Recruitment,  Retention  And  Training  Of  Department  Staff. 

Making  a  Difference  --  Recognizing  Nurses 

San  Francisco  General  Hospital  (SFGH)  celebrated  Nurses'  Week  2002  with  a  campus-wide 
reception  that  was  attended  by  over  300  staff  and  included  activities  that  focused  on  both 
recognition  of  SFGH  nurses  and  recruitment  of  nursing  students  from  the  San  Francisco 
community.  Students  in  bay  Area  schools  of  nursing  attended  the  event  and  talked  with  SF(  ill 
"nursing  ambassadors"  to  learn  about  their  experience.  Emergency  Department  Staff  Nurse, 
Judith  Chavez,  a  City  College  Nursing  Instructor,  brought  her  clinical  group  to  the  event. 

Nursing  Directors  from  each  of  the  specialty  areas  on  campus  paid  tribute  to  the  nursing  staff 
for  the  differences  the  staff  make  in  the  lives  of  our  patients.  Further  acknowledgements 
came  from  Health  Commissioner  Arthur  Jackson,  Gene  O'Connell,  San  Francisco  General 
Hospital  Executive  Administrator  and  a  proclamation  from  Mayor  Brown. 


The  nurses  who  work  here  want  to  work  with  trauma  patients 
because  they  feel  like  they  can  make  a  difference  quickly.  We 
have  many  resources  to  help  us — interpreters,  cultural  people 
who  can  help  us  figure  out  different  cultures.   Lots  of  people 
that  come  together  to  help  us  do  the  right  thing." 

-  A  Nurse  from  San  Francisco  General  Hospital 
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Goal  4 


Partnerships  with  Communities  Are  Created  and  Sustained  to 
Assess,  Develop,  Implement  and  Advocate  for  Health  Funding, 
Policies,  Programs  and  Services 


STRATEGY 

Increase  Local,  State  And  Federal  Advocacy  Efforts  Under  The  Direction 
Of  The  Mayor's  Office 

Advocating  for  Better  Access  to  Substance  Abuse  Treatment 

The  San  Francisco  ( )ffice-Based  ( )piate  Addiction  Treatment  (( )B(  )AT)  program  was  initiated 
in  response  to  a  Board  of  Supervisors  resolution  calling  tor  the  Department  to  develop 
physician  office  based  opiate  addiction  treatment  strategics,  and  to  pursue  waivers  from 
federal  regulatory  agencies  to  allow  implementation  of  such  programs.  The  Department  has 
engaged  in  extensive  planning  for  this  project  in  consultation  with  local  methadone 
providers,  physicians,  and  pharmacists.  The  Department  worked  closely  with  State 
administrators  on  the  development  of  OBOAT  regulations  tor  the  State-wide  implementation 
of  SB1807,  a  State  bill  that  the  Department  played  a  critical  role  in  shaping  that  allows  for 
the  development  of  physician  office  based  opiate  treatment  programs  in  California.  With  the 
assistance  of  State  and  federal  alcohol  and  drug  policy  administrators,  the  Department  has 
developed  and  received  federal  funding  for  the  initiation  of  the  ( >B<  >AT  pilot  study.  The  study 
plans  to  enroll  100  patients  who  will  receive  treatment  services  from  selected  physicians 
based  at  local  primary  care,  private  practice,  and  other  treatment  settings.  Dosing  will  take 
place  at  affiliated  community  pharmacies. 

Improving  Coordination  of  the  Department's  Advocacy  Efforts 

In  order  to  better  coordinate  the  Department's  external  relations  strategies,  the  (  Hfiee  of  Policy 
and  Planning  was  combined  with  the  Office  of  External  Affairs  to  create  one  comprehensive 
Office  of  Policy  and  Planning.  Policy  and  Planning  was  previously  responsible  for  State  and 
federal  legislative  issues,  while  the  Office  of  External  Affairs  managed  local  government 
relations  and  media  relations.  The  merging  of  these  offices  allows  for  the  development  of  a 
comprehensive  advocacy  strategy,  that  incorporates  all  modes  of  external  relations. 
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STRATEGY 

Explore  Opportunities  To  Partner  With  Other  Providers  And  The 
Community  On  Common  Health  Issues 

The  First  Annual  Mental  Health  Fair 

The  Community  Mental  Health  Services  Office  of  Cultural  Competence  and  Consumer 
Relations  held  its  first  annual  Mental  Health  Fair  at  the  Main  Library  on  May  31st,  2002.  It 
was  held  to  commemorate  May  as  Mental  Health  Awareness  Month.  The  fair  was  coordinated, 
planned,  and  held  by  consumers  for  consumers.  Various  organizations  were  represented, 
including  SF  Network  of  Mental  Health  Clients,  the  Mental  Health  Board,  Spiritmenders, 
Bayview  Clubhouse,  and  the  Consumer  Council.  Approximately  100  participants  listened  to 
performances  of  song  and  poetry  and  were  provided  with  informational  literature  on  mental 
health  issues  and  services. 

Bringing  Out  the  .\rtist 

Art  with  Elders  (AWE),  a  program  developed  by  the  San  Francisco  Bay  Area  Ministry  to 

Nursing  Homes,  encourages  nursing  homes  to  hire  professional  artists  to  teach  residents  the 

nuances  of  oil  and  watercolor  painting.  Since  1997,  AWE  has  flourished  at  Laguna  Honda 

Hospital  and  Rehabilitation  Center  (LHIIRC).  Between  February  and  April  of  this  year,  the 

work  of  over  100  LHHRC  residents  was  displayed  in  an  exhibit  at 

Verba  Buena  Center  for  the  Arts  in  San  Francisco.  Each  painting 

was  framed  along  with  a  photograph  and  bio  of  the  artist,  giving 

viewers  a  glimpse  into  the  rich  life  history  of  these  elder  artists. 

The  Art  with  Elders  2002  Traveling  Exhibition  displayed  the 

LHHRC  residents'  art  at  various  venues  throughout  the  Bay  Area 

during  the  year.  Several  LHHRC  residents  also  had  their  work 

displayed  at  the  de  Young  Museum  and  at  City  Hall.  The  program 

not  only  provides  for  creative  expression  by  residents  but  also 

builds  confidence  and  self-esteem. 


A  participant  in  the  Art  With 
Elders  program. 
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Connections 

As  a  result  of  State  legislation  passed  in  l(>o,s,  30  programs  were  created  statewide  to  curb 
recidivism  among  people  with  mental  illness  and  a  history  in  the  criminal  justice  system.  San 
Francisco  was  designated  to  pilot  two  of  these  demonstration  projects,  including  the 
Connections  program.  This  program,  a  collaboration  among  Jail  Health  Services,  the  San 
Francisco  Sheriffs  Department,  Center  for  Juvenile  and  Criminal  Justice,  Pre-Trial 
Diversion,  the  Progress  Foundation,  the  courts,  and  others,  is  based  on  the  concept  that 
cooperation  and  communication  between  law  enforcement,  the  courts,  mental  health,  and 
other  agencies  is  essential  in  making  substantial  improvements.  The  program  is  designed  to 
help  individuals  who  have  a  mental  illness  and  are  charged  with  a  low-level  crime  complete 
their  criminal  justice  case,  connect  with  appropriate  behavioral  health  services,  and  find 
housing.  In  the  first  year  of  the  program,  ending  in  June  2002,  there  were  S3  active  participants. 


Nursing  Excellence  Program 

Laguna  1 1<  >nda  1 1(  >spital  Rehabilitate  in  <  Center  ( LI  II  IR(  1 )  partners  with  the  University  <  if  <  !alif<  irnia, 
San  Francisco  (UCSF)  on  a  variety  of  research  studies,  and  serves  as  a  clinical  education  site  for 
many  health  care  professions  students.  One  partnership  that  LI II IRC  holds  with  special  esteem 
is  made  possible  through  a  grant  from  the  John  A.  Hartford  Foundation.  The  Foundation  supports 
five  Centers  of  Geriatric  Nursing  Excellence  at  nursing  schools  across  the  country,  including 
U<  ISF.  LHIIRC  provides  a  place  of  learning  for  these  students.  The  goals  are  to: 

•  Strengthen  nursing  excellence  in  research,  teaching  and  clinical  care; 

•  Produce  a  cadre  of  future  academic  and  practice  leaders; 

•  Advance  scientific  and  clinical  knowledge;  and 

•  Provide  for  interdisciplinary  collaboration. 


Biohazard  response  in  San  Francisco. 


Statewide  Health  and  Medical 
Disaster  Exercise 

Each  year,  San  Francisco  Ccneral  Hospital 
(SFGH)  participates  in  the  annual  Health 
and  Medical  Disaster  Exercise  coordinated 
by  the  California  Emergency  Medical 
Services  Authority.  In  November  2001,  a 
functional  exercise  was  held  on  the  hospital 
campus  to  test  SFGH's  response  to  a 
chemical  act  of  terrorism.  Planning  and 
participation    for    the    exercise    included 
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representatives  from  the  San  Francisco  Police  Department,  the  San  Francisco  lire  Department, 
Emergency  Medical  Systems  (EMS),  Auxiliary  Communications  Services  and  the  Sheriffs 
Department.  Hospital  volunteers  played  the  roles  of  victims  of  a  chemical  attack.  A  coordinated 
response  between  the  hospital,  police,  fire  and  EMS  worked  to  care  for  victims  while  protecting 
the  hospital.  This  exercise  enables  us  to  test  our  abilities  to  respond  to  a  disaster  as  well  as  to 
strengthen  our  existing  relationships  with  other  first  responders  in  the  City. 

Communities  Reducing  Tobacco  Use 

The  Department's  San  Francisco  Tobacco  Free  Project  (SFTFP)  is  based  on  a  comprehensive 
model  that  has  been  demonstrated  as  the  most  effective  means  of  reducing  tobacco  use.  One 
of  the  approaches  the  SFTFP  utilizes  is  the  Community  Capacity  Building  (CCB)  process. 
The  CCB  projects  recruit  and  train  health  advocates  to  diagnose  and  research  a  tobacco 
control  issue  in  their  community  and  design  an  action  plan  that  addresses  the  issue  by 
changing  the  environment  through  a  five-step  process.  The  CCB  process  focuses  on 
environmental  change  rather  than  individual  change  and  is  community  driven  and 
community  owned.  The  model  builds  on  strengths,  resources  and  assets  of  a  community. 

Seven  projects  were  funded  to  implement  the  CCB  process  in  2001,  including  a  collaboration 

with  the  Booker  T.  Washington  Community  Service  Center.  In  this  program,  youth  advocates 

worked  with  AMC  theaters  in  San  Francisco  to 

adopt  a  policy  not  to  show  tobacco  industry 

produced     anti-tobacco     ads.     They     then 

developed  and  placed  their  own  anti-tobacco 

in-theater  advertising  in  a  youth-frequented 

theater  to  help  inoculate  the  audience  from 

pro-tobacco  messages. 


Continue  And  Expand  Assessment 
Of  Community  Health  Needs 


Senad  Kulenovic.a  Bosnian  Community  Health  Outreach 

Supporting  Bosnian  Community  Wellness 

Worker,  works  with  a  group  of  Bosnian  newcomers. 

The  Bosnian  Community  Wellness  Program. 

created    through    the    Newcomers'    Health 

Program  in  collaboration  with  the  International  Institute  of  San  Francisco,  was  developed 

based  on  findings  from  a  community  assessment  to  address  identified  needs  and  gaps  in 

services  for  this  community.  The  goal  of  the  program  is  to  improve  the  overall  health  and 


63 


well-being  of  the  Bosnian  community  in  San  Francisco  in  tour  key  areas:  1)  preventive  health 
education,  2)  social  support  groups,  3)  community  strengthening  through  leadership 
development,  and  4)  community  resources  and  access.  Staff  work  with  community  members 
and  offer  a  range  of  services,  from  interpreting  for  health  providers  assisting  individuals 
applying  for  health  and  social  services  benefits  to  facilitating  health  education  workshops  and 
social  support  groups.  Sustainability  is  built  into  the  program  through  the  capacity  building 
component  that  will  provide  training  and  opportunities  tor  community  members  to  become 
community  leaders. 

Studying  the  Party  Crowd 

The  Party  and  Play  study  was  designed  to  determine  HIV/STL)  prevalence  and  the  prevalence 
of  risky  behaviors,  substance  abuse,  prevention  practices  and  health  service  use  among  Men 
who  have  Sex  with  Men  and  Male  to  Female  Transgenders  who  are  out  'partying  and  playing' 
late  at  night.  The  study  identifies  for  the  first  time  the  behaviors  associated  with  one  of  the 
groups  most  underserved  by  current  prevention  methods.  The  fieldwork  for  this  innovative 
study  was  completed  in  2001,  and  a  Community  Report  was  prepared  and  presented.  It  is 
anticipated  that  final  results,  due  by  the  end  of  2002,  will  play  a  major  role  in  the 
development  and  targeting  of  new  prevention  services  to  this  community  by  both  planners 
and  providers. 
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Who  We 
Are 

How  We 
Live 

O 

Our 
Health 

The  San  Francisco 
Department  of  Public  Health 
is  pleased  to  present  you  with 
its  annual  Overview  oj  Health  in 
San  Francisco.   As  in  past 
years,  we  release  this  report  in 
honor  of  Public  Health  Week, 
April  1-  5,  2002.  The  Overview 
provides  our  broadest  view  of 
the  health  and  well-being  of 
our  community  and  is 
intended  to  contribute  to  the 
best  evidence  on  health 
conditions  and  needs  in  San 
Francisco. 

Furthermore,  we  have  tried  to 
prevent  data  that  will  be  useful 
tor  thinking  about  prevention 
activities:  by  showing 
disparities  across  groups, 
determinants  of  ill  health, 
trends  over  time,  comparisons 
ro  stare  or 


national  levels  or  national 
standards,  or  by  choosing 
measures  of  premature  death 
or  disability. 

This  year's  Overview 
includes  the  latest  available 
data  about  important  aspects 
of  the  health  and  well-being 
of  our  population.  In 
addition,  we  continue  to 
expand  our  information 
about  the  major  conditions 
that  contribute  to  the 
patterns  of  health,  illness  and 
injury  in  San  Francisco. 

The  Overview  is  organized 
into  three  sections:  "Who  We 
Are"  provides  a  demographic 
view  of  the  age  and  ethnic 
distribution  of  our  population. 
"How  We  Live"  presents 
information  on  conditions 


tli.it  are  known  t<  i  be  maji  " 
determinants  ot  health  in 
populations,  including 
p<  iverty,  socioeconomic 
conditions,  air  pollution, 
crime,  substance  abuse,  and 

nskv  behaviors.  "( )ur  1  lealth" 
i.o\ers  major  physical  and 
mental  health  outcomes. 

The  Field  Model  of  Health 

Our  approach  is  governed 
by  a  broad  concept  ot  health 
and  well-being.  The  factors 
that  contribute  to  health  and 
well-being  in  our  population 
are  described  in  the  following 
"Field  Model." 


Field  Model  of  Health 
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In  general,  the  determinants  tli.it  appear 
higher  up  on  the  diagram  contribute  to  or 
influence  the  occurrence  of  factors  lower  down 
on  the  diagram.  Some  useful  considerations 
about  how  a  population's  health  is  produced 
and  represented  by  the  diagram,  are: 

♦  The  contribution  of  medical  care  to  a 

population's  health  is  limited. 

♦  Conditions  of  the  social  and  physical 
environment  play  an  important  role  in 
producing  different  health,  disease  and 
injur}  patterns  in  our  population. 

♦  Individual  factors,  such  as  risk  decisions  or 
response  to  stress,  can  moderate  the 
general  effects  of  broader  environmental 

factors  on  health.  The  occurrence  of 

individual  factors  can  also  he  patterned  by 
the  social  and  physical  environment. 

♦  Disease  and  injury,  which  l.\i\  he  clinically 
determined  and  reported  in  health  systems 
data,  are  not  quite  the  same  thing  as 
health  and  well-being,  which  is  based  on 
how  people  experience  their  own 
conditions  and  function  with  them. 

♦  To  change  a  population's  health  profile, 
we  have  to  consider  possible  changes  in 
their  physical  and  social  environment  and 
in  the  factors  influencing  behavior,  and 
not  just  at  health  care.  Indeed,  since  many 
health  care  interventions  occur  late  in 
sometimes  long  sequences  of  events 
leading  to  diseases  or  injuries,  in  many 
cases  earlier  interventions  would  be  more 
effective  or  more  cost-effective  at  reducing 
the  ultimate  burden  <  it  disease. 


Note  that  each  box  in  the  diagram  is  itself 
complex,  .\n^\  not  likely  to  be  reducible  to  a  single 
variable  in  its  influence  on  (or  representation  of)  any 
population's  health  and  well-being.  To  begin 
organizing  this  complexity  into  pieces  of  evidence, 
we  turn  to  another  figure,  the  "simplified  causal  web 
linking  exposures  and  outcomes"  on  the  next  page. 

Web  of  Causation  and  Public  Health 

The  causal  web  on  the  next  page  is  "simplified" 
by  the  absence  of  specific  examples  and  the  lines 
ih.it  connect  them.  Such  examples  can  be  drawn 
from  this  report,  which  has  been  influenced  by 
Health}  People  2010  and  by  the  World  Health 
Organization's  The  Solid  Facts.  Each  of  these  highly- 
regarded  reports  has  identified  a  list  of  key 
determinants  of  health: 


The  Solid  Facts  (WHO) 

Healthy  People  2020  (DHHS) 

The  Social  Gradient 

Physical  Activity 

Stress 

Overweight  and  Obesity 

Early  Life 

Tobacco  Use 

Social  Exclusion 

Substance  Abuse 

Work 

Responsible  Sexual  Behavior 

Unemployment 

Mental  Health 

Social  Support 

Injury  and  Violence 

Addiction 

Environmental  Quality 

Food 

Immunization 

Transport 

Access  to  Health  Care 
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Simplified  causal  web  linking  exposures  and  outcomes 

Adapted  from  Murray  &  Lopez,  Epidemiology  1999;  10:594 


Distal  Social 
Determinant 


Proximal  Physiological 

Determinants  Determinants 


To  illustrate  how  this  model 
might  work,  consider  heart 
disease,  which  is  the  leading  i  ause 
of  premature  death  in  every  zip 
code  and  among  every  ethnic 
group  in  San  Francisco.  Distal 
social  determinants  su<  li  as  stress, 
work  srrain,  and  socioeconomic 
context  contribute  directly  to  heart 
disease,  and  also  to  greater  exposure 
to  such  proximal  determinants  of 
heart  disease  such  as  physical 
inactivity,  poor  diet,  and  smoking. 
Poor  diet  and  physical  inactivity  lead 
to  obesity,  hypertension,  diabetes,  and 
lipid  disorders,  all  of  which  are 
physiological  determinants  of  heart 
disease.  Smoking  increases  the  risk  of 
heart  disease  by  adversely  affecting 
such  physiological  determinants  as 
lipid  profile,  risk  ol  diabetes,  and  by 
Other  mechanisms.  Each  determinant 
milium  es  multiple  outcomes.  For  this 
reason,  our  report  takes  very  seriously 
all  ot  the  possible  influences  on  the 

health  ot  San  Frai 


By  assessing  our  population's  health 

m  this  manner,  and  by  implementing 
prevention  efforts  that  are  informed  by 

rlns  assessment,  we  hope  to  address  the 
two  main  goals  of  Health)  People  2010: 
increa  i  the  quality  and  years  of  healthy 
life,  and  eliminate  health  disparities 

We  are  pleased  to  present  you  with 
this  report  .\n^\  hope  it  contributes  to  .1 
Fetter  understanding  of  who  we  .ire, 
how  we  live,  and  our  health. 
We  welcome  comments  and 
suggestions.  Please  send  them  to: 

Randy  reciter,  PhD,  MPH 

San  Fr.m.  is.,,  1  )ept.  of  Public 

Health 

Community  Health  Epidemiology 

&  1  )isease  ( lontrol 

101  Grove  Street,  Room  204c 

San  Francisco,  (  A  L>4102 

e-mail:  Randy  Reitei' 


This  report  can  be  downloaded  from 
our  web  page  at  www.dp'.-..s-,ca  us,  or 
copies  can  be  obtained  fri  in 
Community  Programs 
San  Francisco  Dept.  of  Public  Health 
(415)255-3470 
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Who  We 
Are 


Introduction 


"Win)  We  Are"  refers  to  the 

characteristics  of  the  population  <  t  y,m 

Francisco  including  age,  sex  and  ethnicity. 

We  see  differences  in  health,  and  social 

issues  relevant  to  health,  across  the  diverse 

communities  that  make  up  San  Francisco's 

population.   Women  and  men  face  many 

different  health  and  social  concerns;  there 

is  wide  disparity  among  ethnic  groups  in 

relation  to  health  and  social  issues;  and  our 

aging  population  increasingly  affects  San 

Francisco's  health  needs. 


Demographics 


Population  by  Major  Ethnicity  Group, 
San  Francisco  1990  and  2000  and  California,  2000 


□  1990  SF  Census  Number 
■    2000  SF  Census  Number 

□  2000  SF  Census  Percent 

□  2000  Ca  Census  Percent 

i 

f 

t 

T 

White  NH  Asian/Pad  NH  Hispanic 

Major  Ethnicity  Group 


Population  by  Age  Group 
San  Francisco  and  California,  2000 


POPULATION 

According  to  the  2000  U.S.  Census,  San  Francisco  has  the 

eleventh  largest  population  among  California  counties. 

Since  1990  San  Francisco's  population  has  increased  7.3% 

in  contrast  to  a  statewide  increase  of  1  3.9%.   When 

compared  to  California  as  a  whole,  San  Francisco's 

population  is  significantly  older,  with  only  14.5%  under  the 

age  of  18  compared  to  27.  3%  statewide,  and  1  3.7%  over  65 

verses  10.6%  statewide.  San  Francisco's  ethnic  makeup  is 

also  unique  when  compared  to  the  rest  of  the  State  with  a 

significantly  larger  proportion  of  Asian/Pacific  Islanders 

(31.3%  vs.  1  1.2"o),  and  smaller  proportions  of  Latinos 

(14.1%  vs.  32.4%)  and  Whites  (49.7%  vs.  59.5%). 

Over  30%  of  the  births  in  San  Francisco  were  to  White 

mothers.    Latino  and  Chinese  women  have  the  second  and 

third  highest  birth  rates  respectively.   Asian/Pacific  Island 

women  or  women  who  identify  as  more  than  one  race  have 

the  lowest  rates  of  birth  among  San  Franciscian  woman. 

Teen  mothers  (under  18  years  old)  are 

disproportionately  African  American  and  Lttina,  but  SF 

does  not  have  a  high  teen  birth  rate. 


Resident  Births  by  Mother's  Ethnicity 
and  Teen  Births,  San  Francisco,  2000 


50 


40 


30 


20 


10 


■   %of  all  births 

□   %  of  ethnicity's  mothers  <  18 


18-24  25-44  45-64 

Age  Group 


Source:  US  Census,  SF-1 

http://factfinder.census.qov/servlet/GCTTable7ds  name=DEC  2000  SF1   U&qeo  id=04000US06&  box  head  nbr=GCT-P5&format=ST-2PHIS  file  (2000) 
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San  Francisco  Population  by  Household  Type  and  Age,  2000 


ALL 

Children  <  18 

People  >  65 

House- 

House- 

House- 

holds 

% 

People 

% 

holds 

People 

% 

holds 

People 

% 

All 

776,733 

100% 

112.802 

100% 

Households 

329.700 

100% 

756.976 

97 

67.074 

112.021 

99% 

78.716 

102,016 

96  ■ 

Non-Family  Households 

184.514 

56 

264.715 

',4' 

846 

3.122 

3% 

36.030 

37,767 

36  7 

Single-person 

127,376 

39% 

127,376 

16% 

32.257 

32,257 

30% 

Male 

63,760 

19% 

63,760 

8% 

9.978 

9,978 

9% 

Female 

63.616 

V) 

63,616 

8"., 

22.279 

22,279 

21* 

Other  householder 

57,138 

17% 

57.138 

7% 

■4, 

•4. 

1 

3,030 

3.030 

3% 

Male 

33,141 

10% 

33,141 

4 

471 

471 

0% 

1.456 

1.456 

1"., 

Female 

23,997 

7% 

23,997 

3% 

>.,!b 

;77 

0% 

1.574 

1.574 

1"., 

Other  non-relatives 

80,201 

10% 

2.480 

2% 

Group  quarters 

- 

19,757 

3% 

~ 

781 

1% 

-- 

4.095 

4 

Family  Households 

145,186 

44% 

466,921 

60% 

63.021 

92.905 

B2% 

42.686 

64.249 

61 

Married  couple 

104,310 

32",, 

40,269 

70.331 

62°/ 

21.839 

0% 

Other  householder 

40,876 

12% 

19,244 

22,574 

20% 

8.741 

0% 

Male  (no  wife) 

11.674 

4", 

4,384 

4.617 

4 

1.717 

0% 

Female  (no  husband) 

29.202 

9 

14.860 

17.957 

16 

7,024 

0%. 

(Related  child) 

- 

3,207 

15.839 

14 

- 

0% 

(Non-relatives) 

- 

25,340 

3% 

- 

1.600 

2'„ 

(With  1+  non-relatives) 

72.892 

22% 

People  <  18  in  families  for  marned  couples  and  other  householders  refers  to  own  children 
source:  Ca  Census  Data  Center.  US  Census  2000  Summary  File  1.  2001;  pp.  381-385 
http://www.dof.ca.gov/HTML/DEMOGRAP/2000Cover1.htm 


Household  Composition, 
San  Francisco  and  California,  2000 


Population— continued 

The  composition  of  San  Francisco  households 
reflects  the  City's  large  number  of  single 
individuals.  When  compared  to  California  as  a 
whole,  San  Francisco  has  almost  twice  the  number 
of  non-family  households  and  larger  numbers  of 
men  and  women  living  alone.   San  Francisco  also 
has  less  than  half  of  the  number  of  households 
with  children  under  the  age  of  18  when  compared 
to  California  as  a  whole. 

When  compared  ro  California  as  a  whole,  San 
Francisco  lias  almost  twice  the  proportion  of  non- 
family  households.  These  include  127,000  single 
person  households,  split  evenly  between  men  and 
women.  However,  a  third  of  single  person 
households  of  women  are  over  65,  while  only  a 
sixth  of  those  of  men  are. 

Less  than  halt  of  San  Francisco's  households 
are  families  (defined  as  having  related  persons 
living  together).  Even  among  married-couple 
families,  only  40%  have  children  under  IS  in  the 
household. 


urce:  Ca.  Census  Data  Center,  US  Census  2000  Summary  File  1,  2001:  pp.  1-8 
http://www.dof.ca.gov/HTML/DEMOGRAP/2000Cover1.htm 
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Who  We 
Are 

Population— continued 

San  Francisco's  households  include  a  great 

deal  ot  Linguistic  diversity.  This  figure  shows 

that  almost  halt  as  many  households  speak 

any  of  the  Asian  languages  (primarily 

Cantonese)  as  speak  English,  and  about  half 

that  number  speak  Spanish.  The  dark  part  ot 

the  bars  represents  "linguistic  isolation", 

meaning  households  without  an  English 

speaker  in  them.  Such  households  may  ot 

course  not  he  linguistically  isolated  from 

others  in  their  communities. 


Languages  Spoken  &  Linguistic  Isolation, 
San  Francisco  Households,  1999 


English 


Asian/Pac.  I. 


Spanish 


Other  Indo-European 


Other 


■    Linguistically  isolated 
□    Not  ling,  isolated 


i 1 1 r 


Households  (1,000s) 


Source;  US  Census,  Am.  Community  Survey.  P109  HOUSEHOLD  LANGUAGE  AND  LINGUISTIC  ISOLATION  FOR  HOUSEHOLDS  -  Universe:  Household; 
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IMMIGRATION 

The  composition  of  San  Francisco's  population 
continues  to  be  affected  by  the  many  immigrants 
coming  into  the  City.  About  2  out  of  5  San 
Francisco  residents  were  born  in  foreign 
countries.  They  are  split  fairly  evenly  among 
those  arriving  here  over  each  of  the  last  decades. 


Residents  by  Place  of  Birth  and  Decade 
of  Immigration, San  Francisco,  1999 


- 

P-T- 

-Surce:  U.S.  Census.  American  Community  Survey 


How  We 
Live 


Introduction 


"How  We  Live"  includes  conditions  of  our  social  and 

physical  environments,  and  actions  we  take  that  increase  or 

decrease  our  risk  of  injury  or  illness.  These  conditions  and 

actions  are  important  in  determining  how  long  we  will  live 

and  how  healthy  we  will  he  throughout  our  lives.  The 

environments  that  surround  us  at  home,  on  the  streets,  in 

our  neighborhoods,  in  school,  and  at  work,  all  influence  our 

health.  The  air  we  hreathe,  the  conditions  that  favor  tobacco 

use  or  exposure  to  gun  violence,  how  long  and  hard  we 

work,  and  our  access  to  housing  all  have  an  impact  on  our 

health  and  well-heing.   Our  activities  and  habits,  and  our 

access  to  financial,  social,  health  care,  and  other  essential 

resources  all  contribute  to  our  health  status.  Much  of  the 

disease  and  injury  experienced  by  San  Franciscans  could  he 

prevented  or  postponed  by  changes  in  how  we  live. 


Economic  Conditions 


Income  in  the  past  12  months  below  poverty  level  by  age 
and  household  type,  San  Francisco  1999 

Poverty      Non-poverty  %  of  pov. 
San  Francisco  County,  CA       Estimate        Estimate         Status 

Individuals 

0  to  18  years 
18  to  24  years 
25  to  44  years 
45  to  64  years 
65  years  and  over 

Households 

Married  couple 

w.  children  <18 
Other  family 
Non-family 


84.981 

651036 

11.5% 

19,347 

102,797 

15.8% 

13,249 

52,731 

20.1% 

24,491 

243,933 

9.1% 

16,018 

153,398 

9.5% 

11,876 

98,177 

10.8% 

34,655 

281,391 

11.0% 

4,923 

101,602 

4.6% 

3,105 

43,006 

6.7% 

7,541 

41,130 

15.5% 

22,191 

138,659 

13.8% 

POYTRTY 

Poverty  continued  to  be  highest  among 
youth,  with  the  highest  levels  among  young 
adults  18-24  (20%)  followed  by  children 
under  18  (16%).  Among  households,  single- 
parent  households  had  much  higher  poverty 
rates  than  married-couple  families.   Non- 
families,  which  m  SF  constitute  more 
households  than  families,  have  poverty  rates 
almost  as  high  as  those  of  non-married 
couple  families. 
The  disparities  in  poverty  rates  tor 
families  by  ethnicity  differ  by  family 
composition,  as  shown  in  the  table.  Within 
each  ethnicity,  poverty  rates  are  higher 
among  non-couple  families  than  among 
married-couple  families,  and  among  non- 
couple  families,  higher  among  female-headed 
households  than  among  male-headed 
households. 


Poverty  Status  of  Families  in  Past  Year  by  Family  Type 
and  Presence  of  Children,  San  Francisco,  1999 


Type  of  Family 


%  in  Poverty 


%  of  All 
Families 


White.  NH  Asian.  NH      Latino      Black,  NH   in  Poverty 


Married-couple  family: 

With  related  children  under  18  years: 
No  related  children  under  18  years 


2.1%  6.5%  5.8%  3.5%  39.5% 

2.0%  7.7%  10  3%  5.8%  24.9% 

2.1%  5.1%  1.0%  1.6%  14.6% 


Other  family: 
Male  householder,  no  wife  present: 

With  related  children  under  18  years: 
No  related  children  under  18  years 
Female  householder,  no  husband  present: 

With  related  children  under  18  years 

No  related  children  under  18  years 


8.0% 

12.0% 

14.0% 

26.4% 

60.5% 

6.7% 

8.0% 

9.5% 

7.2% 

8.9% 

19.2% 

10.7% 

13.9% 

16.0% 

5.9% 

0.0% 

6.5% 

5.4% 

5.0% 

3.0% 

8.6% 

13.8% 

15.9% 

31.0% 

51.6% 

16.4% 

25.1% 

19.0% 

37.7% 

40.8% 

2.7% 

7.2% 

9.8% 

16.9% 

10  7% 

Source:  US  Census,  ACS 


Economic  Conditions 


Household  Income  by  Family  Status,  San  Francisco  1999 


All  Households 

Families 

Non-Family 

Household  Income 

No. 

% 

cum  % 

No. 

% 

cum  % 

No. 

% 

cum  % 

Total: 

316,046 

100.0% 

155,196 

100.0% 

160,850 

100.0 

<$1 5,000 

52,126 

16.5% 

16.5% 

17,148 

1 1 .0% 

1 1 .0% 

36,644 

22.8% 

22.8% 

$15,000  to  $29,999 

48,337 

15.3% 

31.8% 

22,377 

14.4% 

25.5% 

27,280 

17.0% 

39.7% 

$25,000  to  $49,999 

62,591 

19.8% 

51.6% 

31,006 

20.0% 

45.4% 

32,447 

20.2% 

59.9% 

$50,000  to  $74,999 

57,452 

18.2% 

69.8% 

29,350 

18.9% 

64.4% 

27,349 

17.0% 

76.9% 

$75,000  to  $99,999 

34,748 

1 1 .0% 

80.8% 

19,600 

12.6% 

77.0% 

13,764 

8.6% 

85.5% 

$100,000+ 

60,792 

19.2% 

100.0% 

35  715 

23.0% 

100.0% 

23,366 

14.5% 

100.0% 

cum.  %  =  cumulative  percent 

Poverty— continued 

More  than  half  of  SF's  households 
made  less  than  $50,000  a  year,  and 
almost  a  third  made  less  than  $30,000. 
A  higher  proportion  of  family 
households  made  higher  incomes  than 
non-family  households. 

Many  households  derive  income 
from  sources  other  than  wages, 
including  40%  who  get  interest, 
dividends,  or  rent  and  25%  who  get 
Social  Security  benefits.   While  only  3% 
get  cash  benefits  from  public  assistance 
programs,  20%  get  cash  or  non-cash 
benefits  (such  as  childcare  or  housing 
subsidies). 

San  Francisco  families  send  a  lor  of 
members  to  work.  Among  married 
couple  families,  more  than  two-thirds 
have  at  least  two  workers. 


Household  Income  Sources  and  Number  of  Workers  in  Families. 
San  Francisco  1999 

Number  Percent 


Households'  Income  sources: 

Households 

316.046 

100% 

interest,  dividends,  rent 

125,024 

40% 

Social  Security 

77,995 

25% 

Supplemental  Security  Income  (SSI) 

24,157 

8% 

Public  Assistance  income 

10.913 

3% 

Public  Assitance  income  or  noncash  benefits 

62.885 

20% 

Families  by  number  of  workers: 

Families 

155,196 

100% 

Married  couple  families 

106,525 

69% 

0  workers* 

14,531 

14% 

1  worker* 

20,494 

19% 

2  workers* 

52.885 

50% 

3  workers* 

18.615 

1 7% 

*  Percent  of  married  couple  families 
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COST  OF  LIVING 

Sun  Francisco's  high  cost  of  living  is  summarized  in  the  costs,  calculated  by  the  California  Budget  Project,  tor  various 

types  of  families  to  subsist  at  a  modestly  comfortable  level  in  the  Bay  Area*.  This  level,  which  we  call  the  "modest 

standard  of  living"  (MSOL),  is  probably  underestimated  tor  San  Francisco  itself,  because  the  Fair  Marker  Rent  tor 

apartments  is  higher  in  the  City  than  the  figures  reflected  here  tor  the  Bay  Area.  The  hourly  basic  family  wages  needed 

to  achieve  these  income  levels  are  shown. 

The  Bay  Area  figures  are  around  one-fifth  higher  than  the  statewide  MSOL  levels.  The  bottom  of  the  table  shows  that 

certain  low-income  standards,  including  the  statewide  minimum  wage  (which  was  just  raised  to  this  level  this  year)  and 

the  federal  poverty  level  (FPL),  provide  only  a  traction  of  what  families  need  to  live  minimally  comfortably  here. 

*  "Bay  Area"  refers  to  Alameda,  Contra  Cosra,  Mann,  San  Mateo,  Santa  Clara,  and  San  Francisco  counties). 


Modest  Standard  of  Living  (MSOL):  Expenses  Per  Month  and  as  a  Percent  of  Income 

San  Francisco  Bay  Area,  2001 


Single  Adult 


Two  Parents    Two  Parents 
(One  (Two 

Single  Parent    Working)  Working) 


Housing  &  utilities 
Child  care 
Transportation 
Food 

Health  care 
Miscellaneous 
Taxes 
MONTHLY  TOTAL 


84? 

41% 

0 

0% 
274 
14% 
182 

9% 
134 

7% 
179 

9% 

426 

21% 

2,037 


1,270 
28% 
1032 
23% 
274 

6% 
445 
10% 
329 

7% 
34 1 

8"o 
8 1 5 

18% 

4.506 


1.270 

36% 

0 

0% 

274 
8% 
638 
18% 
391 
11% 
429 
12% 
523 
15% 
3,525 


1,270 
25% 
1032 
20% 
494 
10% 
638 
12% 
.39  1 
8% 
429 
8% 
879 
17% 

5,133 


ANNUAL  TOTAL 

CALIFORNIA  STATEWIDE 


24.442 
20,503 


54,069 
43,443 


42.304 
36,245 


61,593 
52,034 


HOURLY  BASIC  FAMILY  WAGE 


11.75     $ 


25.99     $ 


20.34     $ 


1481 


Income  standard  levels... 

...As  %  of  MSOL  basic  family  wage  income 
Ca.  Minimum  Wage  ($6.75/hr.)  $ 

Min.  wage  as  %  of  MSOL 
Federal  Poverty  Level  (FPL)  $ 

FPL  as  %  of  MSOL 
SF  living  wage  ($10/hr.)  $ 

Living  wage  as  %  of  MSOL 


14,040 

S 

14,040 

S 

14,040 

S 

28,080 

57% 

26% 

33% 

46% 

14,630 

$ 

14,630 

$ 

17,650 

$ 

17,650 

60% 

27% 

42% 

29% 

20,800 

$ 

20,800 

$ 

20,800 

s 

41,600 

85% 

38% 

49% 

68% 

Source:  U.S.  Census,  American  Community  Survey 
Source:  Ca.  Budget  Project,  Sept.  2001 
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Household  Income  and  Selected 
Income  Standards,  San  Francisco,  1999 


>$150K 

S100-150K 

S75-100K 

S55-75K 

S40-55K    - 

S25-35K 

$15-25K 

S10-15K 

<$10K 


a  mm    wage,FPL-3 

b  FPL-4 

c  MSOL-1  adult 

d  MSOL-1  parenl 

e  MSOL-2  par  .1  work 

f  MSOL-2par  .2  work 


Number  of  Households  (1 ,000s) 


INCOME 
This  figure  shows  San  Francisco's  estimated  household 
income  distribution,  with  various  income  standards 
shown  for  reference.   It  shows  that,  while  a  substantial 
number  and  proportion  ot  households  have  higher 
incomes,  there  are  also  very  many  who  make  less  than 
the  basic  family  wage  needed  tor  families  to  live 
modestly.  The  households  include  a  large  number  ot 
non-families,  most  of  them  single-person  households, 
but  even  so,  more  than  50,000  such  households  have 
incomes  below  the  level  ot  the  California  minimum 
wage. 


jrce:  sf99acs1.xls;  Ca.  Budget  Project 
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Income— continued 

This  map  shows  the  areas  of  highest  and  lowest  population  density  in 

the  City.  It  complements  the  next  map,  showing  income  levels.  Many  of 

the  most  densely  populated  areas  correspond  with  low  income  areas, 

including  Chinatown,  North  Beach,  the  Tenderloin,  Western  Addition, 

and  the  Mission. 


Population  Density  by  Census  Tract  with  Zip  Code  Boundaries 
San  Francisco,  1999 


Population  Numbers  per 

p~n  0  •  4000 

rm  4001  -15000 

PPH  15001  -23000 
23  23001  -5300000 
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Income— continued 

Income,  .1  r  every  level,  is  .1  powerful  determinant  of  health 
(wealthier  people  tend  to  be  healthier  than  middle-income 

people;  the  poorest  tend  to  suffer  from  the  worst  health).  This 
map  shows  the  geographic  distribution  of  per  capita  income  in 
San  Francisco.  The  poorest  segments  of  the  population  (dotted 
on  the  map)  are  located  in  the  eastern  portions  of  the  City. 


Per  C  a p  it a  Income  by  Census  T  r  a  ct  w  it  h  Z  i  p  Code  Boundaries 
San  F  t  a  n  c  e  c  0 .  1 9  99 


Per  Capita  Income 
rrn  7562-20382 
m~l  20383 -36120 
PHD  36121  -5  3423 
~J  53430  -38848 
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San  Franciscans  Receiving  Public  Assistance, 
Fall  2000-Fall  2001 


o 
o 
o 

o 
o 
o 
m 

Food  Stamps  recipients 

CAAP  recipients 

CAAP  homeless 

CalWORKS  total  persons 

-    CalWORKS  children 

o 

o  - 
o 

o 

o 
o 
m 

o  - 

Spr. '01 


PUBLIC  ASSISTANCE 
The  three  main  benefit 
pn  igrams  are: 

■  CalWorks,  serving  families 
with  children  (the  descendent 
of  AFDC,  since  changed  by 
the  1996  welfare  reform  to 
the  Federal  Temporary 
Assistance  to  Needy  Families 
(TAN'F)  program); 

■  County  Adult  Assistance 
Program  (CAAP)  for  needy 
adults,  generally  single,  nor 
supporting  children;  and 

■  Non-Assistance  Food  Stamps 
(NAFS)  part  of  the  Federal 
food  stamp  program  not 
covering  TANF  recipients. 

Over  the  past  year,  as  the 
economy  declined,  the  number  of 
non-assistance  food  stamps 
recipient  went  up  by  53%;  CAAP 
recipients  increased  by  1  1%, 
including  a  14%  rise  in  the 
number  of  homeless  clients  in  the 
program.    However,  the  number 
ot  CalWorks  recipients,  including 
children,  declined  by  8%. 


Source:  SFDHS  Quarterly  Reports  (CAAP,  CalWORKS, Non-Assistance  Food  Stamps) 


Economic  Conditions 


AFFORDABLE  HOI 'SING  AM)  HOMELESSNESS 

While  homeless  ness  continues  to  be  an  important  and  visible  problem  in  San  Francisco,  it  represents  the  extreme  end  of  a  spectrum  of 
problems  reflecting  the  intersection  of  lack  of  affordable  housing,  incomes  below  minimal  subsistence  needs,  and  in  some  eases  behavioral, 
mental  and  physical  problems. 

For  many  low  income  people,  the  next  step  above  homelessness  is  the  bare  living  conditions  of  SROs,  single  room  occupancy  hotels. 
While  these  often  house  single  individuals,  families  also  live  there.  This  table  summarizes  the  results  of  a  recent  survey  of  families  living  in 
SROs  in  San  Francisco.  It  shows  that  more  than  half  of  the  families  in  SROs  live  in  Chinatown,  followed  by  the  Mission  and  Tenderloin. 
For  most,  English  is  not  the  preferred  language.   Half  have  full-rime  workers  and  a  quarter  have  parr-time  workers.  91%  cite  insufficient 
income  and  63%  cite  lack  of  affordable  housing  as  barriers  ro  better  housing.  They  pay  an  average  of  40%  of  their  income  tor  rent,  and 
their  average  stay  in  this  SRO  is  over  4  years  (longer  in  Chinatown).  A  quarter  are  on  waiting  lists  tor  low  income  housing.  The  most 
common  health  problems  cited  as  worsened  due  to  their  housing  situation  are  breathing/respiratory  problems  (68%  of  those  responding), 
followed  by  lack  of  light  (31%)  and  then  sleep  deprivation  and  children's  space  constraints,  (the  larter  3  all  in  Chinatown). 

Characteristics  of  Families  with  Children  Living  in  San  Francisco  SRO  Hotels* 


SF  Total 

Chinatown 

Mission 

Tenderloin 

SoM 

i 

Othe 

■ 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No 

% 

No. 

% 

Families  residing  in  SROs 

4-" 

100% 

279 

62% 

52 

11% 

58 

13% 

16 

4% 

- 

SRO  hotels  with  families  residing 

1  58 

100% 

85 

54  ' 

15 

9% 

36 

.'.J,'', 

6% 

'3 

8% 

Average  rooms  per  family 

'   * 

1  1 

1.2 

i  □ 

1  1 

1.1 

Average  years  living  in  this  SRO 

4.3 

5  8 

3 

2 

1  3 

3  3 

Lived  in  <  1  year 

32% 

21 

55% 

75% 

B9 

68 

Average  members  per  family 

3.4 

37 

8  3 

3.2 

2  5 

Adult  caregivers 

776 

523 

83 

21 

68 

Families  w  2+  adult  caregivers 

323 

66 

244 

87% 

29 

56'  b 

25 

43°/( 

5 

303: 

20 

4.' 

Children  <  18 

760 

100% 

4'.... 

64 

84 

9' 

19 

33, 

76 

■8  3- 

Ethnicity 

African  American 

44 

10% 

13 

22\> 

12 

73 

14 

28% 

Asian 

291 

64% 

2  72 

97% 

" 

9% 

18°/( 

Latino 

7  3 

18% 

40 

78% 

18 

3 ' ' , 

i: 

26 

White 

.''i 

4 

'  3 

22% 

•• 

10°/ 

Caregivers'  preferred  language 

Cantonese 

457 

59% 

443 

853, 

15% 

English 

117 

15% 

13, 

19 

833. 

55 

66' 

18 

85' 

80 

30% 

Spanish 

•  'D 

15% 

" 

62 

773, 

18 

2  2  % 

38    , 

Toison 

75 

10% 

73 

** 

6'  „ 

Other 

" 

** 

" 

" 

" 

"5    , 

Revenue  sources  &  costs 

776 

53  3 

81 

88 

21 

68 

Full-time  job 

378 

49% 

273 

53". 

41 

51% 

30 

36% 

" 

30 

43 

Part-time  job 

'  95 

253, 

1  57 

26% 

22 

27% 

16 

21% 

26: 

No  income 

92 

12% 

65 

" 

7% 

11 

133, 

*• 

** 

13' 

SSI 

33 

4% 

12 

2% 

** 

11 

1  1"., 

33':3, 

•• 

TANF.CalWORKS.GAPAES.SSIP 

45 

10 

24 

Average  monthly  income 

$  1.316 

$1,524 

$  935 

51,067 

S     858 

S  1 ,488 

Average  monthly  rent 

$     523 

40 

$     392 

26 

$  515 

55% 

S    724 

683. 

S  1,062 

124% 

S     710 

4- 

Average  monthly  food  spending 

$     503 

38% 

$     624 

41% 

S  357 

38% 

$    307 

29% 

S     423 

49% 

S     462 

3  • ' 

Families  w.  relatives  in  other  SROs 

S3 

•3".. 

32 

-::■■. 

" 

•• 

" 

•• 

26% 

On  low-income  housing  wait  list 

116 

3" 

47 

17% 

25' 

22 

37% 

10 

60% 

85 

53% 

Ave.  years  since  lived  in  safe  &  stable  hou 

7 

6.1 

8  • 

3.4 

2  5 

Barriers  to  better  housing 

Insufficient  income 

412 

9  V, 

270 

97% 

4  2 

803, 

53 

91 

14 

903 

33 

66"/ 

Lack  of  affordable  housing 

333i 

63% 

'S3 

65  3, 

20 

38% 

48 

S33, 

T\ 

22 

4,, 

SROs  worsened  health?  (no.  answerinq) 

3  '.7 

52% 

185 

66% 

16 

31% 

17 

JO 

13 

26' 

Breathing/respiratory  problems 

161 

68% 

■  i; 

73''  i 

16 

3(13, 

Lack  of  light 

73 

31% 

73 

40' 

Sleep  deprived 

35 

15% 

35 

19% 

Children's  space  constraints 

35 

15% 

35 

1 9 

'  SRO  Single  Room  Occupancy 

"  Numbers  not  shown  for  < 

10  cases;  %s  notshown  <  5  cases 

jource  Citywide  Families  in  SROs  Collective,  Report  on  the  Census  of  Families  with  Children  in  Single  Room  Occupancy  Hotels  in  San  Francisco,  October 

;ooi 


18 


Substance  Abuse 


Estimated  Rate  of  Emergency  Dept.  Drug  Episodes 

for  Metropolitan  Areas  Ranked  in  the  Top  5 

During  1990-2000 
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ALCOHOL  AND  OTHER  DRUGS 

Among  the  cities  ranking  in  the 

top  5  in  the  United  States  in 

emergency  department  dru^ 

episodes  in  the  last  decade,  San 

Francisco  has  dropped  from  the 

highest  rank,  and  has  been  the 

only  one  to  have  consistently 

declining  rates.   It  is  believed  that 

the  most  recent  decline  is  due  in 

parr  to  the  advent  of  treatment  on 

demand  and  the  opening  of  the 

Wound  Center  unit  at  SFGH. 

Although  death  rates  due  to 

drug  overdose  have  recently 

declined,  they  continue  to  pose  a 

significant  public  health  crisis  tor 

San  Francisco. 


Year 


Drug-Related  Deaths, 
San  Francisco  &  California,  1999-2000 


San  Francisco 


California  U  S  HP  2010  objective 


Alcohol  and  Drug-Related  Hospitalizations, 
(Any  Diagnosis)  San  Francisco,  1996-1999 


^^    All  Alcohol-related 

—     alcohol  depend  sy  ndrome 

-—   Drug-related 

~^~^ 

---— ===*■ — 

i 

i                       i 

1997  199E 

Year  of  Diagnoses 


Source:  Office  of  Applied  Studies,  SAMHSA,  Drug  Abuse  Warning  System  (DAWN),  200 
Source:    California  Department  of  Health  Services,  California  County  Health  Profiles  2002 
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Alcohol  and  Other  Drugs— continued 

The  National  Institute  on  Drug  Abuse  (NIDA)  and  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (N1AA) 
studied  the  economic  costs  asso<  tated  with  alcohol  and  drug  abuse.   The  Study  estimated  that  costs  were  $246  billion  in  1992 
(the  most  recent  year  tor  which  data  were  available).  A  large  part  of  treatment  uMv  were  tor  dru<_:  and  alcohol 
hospitalizations 

As  the  table  below  documents,  the  use  of  drugs  and  alcohol  are  associated  with  over  12,000  hospital  admissions  in  1999. 
These  include  cases  where  the  drills  or  alcohol-related  problem  is  the  main  cause  ot  hospitalization  (primary  diagni  isis  i  if 
alcohol  and/or  drugs),  and  also,  to  many  more  cases  where  drills  and  alcohol  are  a  contributing  factor  in  a  much  larger  number 
of  hospitalizations  (any  alcohol  or  drug  diagnosis). 


Alcohol  &  Drug  Indicators:  A.  Hospitalizations 
Indicator 


1996 


1997 


1998 


1999 


1998-99 
Change 


CADDS 

Primary  drug  admissions 

Total  admissions 
Number  injecting 
Primary  alcohol  admissions 


13559       13452       14820        17035  15% 

8048         7812         9060        10169  12% 

3464         3728         3622  4807  33% 


Hospital  discharges 
Alcohol  related 

Total,  primary  diagnosis 

Alcohol  related,  any  diagnosis* 

Alcohol  depend  syndrome 

Non-depend  use 

Alcohol  liver  damage 

Alcohol  psychoses 
Drug  related 

Total,  primary  diagnosis 
Drug  related,  any  diagnosis* 

Heroin/opiates 

Cocaine 

Amphetamine 

Cannabis 

Barbiturates 

Total  primary  diagnosis  alcohol  &  drug  discharge; 
Total  discharges,  any  alcohol  or  drug  diagnosis* 


708 

893 

828 

1048 

27% 

4306 

4700 

4757 

4693 

-1% 

2008 

2156 

2009 

1820 

-9'-  , 

637 

771 

910 

923 

10. 

857 

85  7 

890 

873 

-2% 

628 

709 

808 

926 

15% 

476 

388 

409 

394 

-4: 

6413 

6941 

7432 

7776 

5% 

2579 

2820 

3074 

3421 

11% 

1375 

1512 

1727 

1820 

5°, 

549 

667 

594 

520 

-12% 

l  94 

985 

315 

259 

-18% 

70 

60 

08 

•  06 

14% 

1184 

1281 

1237 

1442 

17% 

10719 

11641 

12189 

12469 

2% 

-  %  change  not  calculated  for  less  than  20  events 

source:  Ca.  Dept.  of  Alcohol  &  Drug  Programs  (CDADP).  Indicators  of  Alcohol  and  Drug  Abuse  Annual  Update  2001 

website:  http://www.adp.cahwnet.gov/pdf/coverpage.pdf 
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Substance  Abuse 


Alcohol  and  Other  Drugs— continued 

The  NIDA  /NIAAA  study  estimated  that  half  of  the  $246  billion  spent  in  1992  on  drug  and  alcohol  abuse  related  expenses  were 

for  drug-related  crime.  In  addition  to  costs,  drug  and  alcohol  abuse  are  responsible  tor  a  great  loss  lite  among  young  people. 

The  table  below  shows  drug  and  alcohol  indicators  that  relate  to  law  enforcement  such  as  alcohol-involved  accidents,  license 

suspensions,  and  arrests.   The  table  does  not  include  non-alcohol  and  drug  crimes  such  as  robberies  that  are  often  influenced  by  the 

use  and,  or  need  tor  drugs  and  alcohol. 

Alcohol  was  involved  in  27. 1""  of  all  fatal  accidents  in  1999,  down  1  1%  from  the  previous  year.  The  total  number  of  license 

suspensions/revocations  declined  13%  between  1998  and  1999.  Alcohol  and  drug  related  arrests  also  declined  in  1999.  Adult 

alcohol  felony  arrests  wire  down  20%,  juvenile  alcohol-related  arrests  were  down  1  7%  and  juvenile  drug-related  arrests  were  down 

19%  from  the  previous  year. 


Alcohol  &  Drug  Indicators:   B.  Law  Enforcement 


Year 

1998-99 

Indicator 

1996 

1997 

1998 

1999 

Change 

CHP  MV  traffic  indicators 

Alcohol-involved  accidents-Total 

460 

385 

430 

417 

-3% 

Fatal  accidents 

13 

10 

18 

13 

%  of  all  fatal  accidents 

277 

185 

30.5 

27.1 

-11% 

Injury  accidents 

447 

375 

412 

404 

-2% 

%  of  all  injury  accidents 

8  5 

8  0 

8.1 

8.4 

4",, 

Persons  in  alcohol-involved  accidents-Total 

704 

599 

651 

640 

-2% 

Fatal 

14 

I0 

18 

13 

- 

%  of  persons  killed  in  all  fatal  accidents 

27.5 

182 

JO 

27.1 

-10% 

Injuries 

690 

589 

083 

627 

-1% 

%  of  persons  injured  in  all  injury  accidents 

8  8 

8.4 

8  4 

8.8 

5% 

DUI/Primary  collision  factor 

236 

221 

216 

222 

3% 

Fatal  accidents 

8 

10 

7 

8 

- 

%  of  all  fatal  accidents 

17.0 

18.5 

11.9 

167 

40% 

Injury  accidents 

228 

211 

209 

214 

2% 

%  of  all  injury  accidents 

4.3 

4.5 

4.1 

4  4 

DMV 

Driver  lie.  suspensions/revocations-Total 

588 

423 

712 

620 

-13% 

1st  or  2d  felony 

17 

9 

24 

17 

-29% 

1st  or  2d  misdemeanor 

100 

206 

888 

284 

-27% 

3d  or  4th  offense 

27  1 

208 

300 

J  1  0 

6% 

588 

423 

712 

620 

-13% 

Criminal  justice 

Adult  drug-related  arrests 

8443 

9280 

10941 

10682 

-2% 

Felony 

8206 

8192 

8920 

8628 

-3% 

Misdemeanor 

237 

1088 

2021 

2054 

2% 

Adult  alcohol-related  arrests 

3624 

3794 

4969 

4919 

-1% 

Felony 

125 

124 

134 

107 

-20% 

Misdemeanor 

3499 

3670 

4835 

4812 

0"u 

Juvenile  drug-related  arrests 

688 

653 

627 

506 

-19% 

Juvenile  alcohol-related  arrests 

39 

45 

54 

4  5 

-17% 

Drug  commitments 

Ca.  Rehab  Ctr 

8 

4 

5 

2 

Dept.  of  Corrections 

304 

178 

1 80 

159 

-12% 

CYA 

10 

2 

3 

6 

—  %  change  not  calculated  for  less  than  20  events 
source:  Ca  Dept  of  Alcohol  &  Drug  Programs  (CDADP), 
website:  http  //www  adp  cahwnet  gov/pdf/coverpage  pdf 


Indicators  of  Alcohol  and  Drug  Abuse  Annual  Update  2001 


Source:  Ca.  Dept.  of  Alcohol  &  Drug  Programs  (CDADP),  Indicators  of  Alcohol  and  Drug  Abuse  Annual  Update  2001 
website:  http  ://www.adpcahwnet. gov/pdf/coverpage. pdf 


Smoking 


SMOKING 

According  to  rlic  Surgeon  General  "Cigarette  smoking  is  the  leading  preventable  cause  <  if 
disease  and  death  in  the  United  States."  Although  the  rates  of  smoking  in  California  arc  lower 
than  the  national  average,  smoking  is  still  one  of  the  major  contributing  factor  in  California's 
disease  and  death  rates. 

Tobacco  use  varies  among  ethnic  groups,  age  groups,  between  the  sexes,  and  among  in<  i  >me 
ancl  educational  levels.  In  California,  men  smoke  about  a  quarter  as  much  as  women.  African 
Americans  have  the  highest  rates  of  smoking  followed  by  Whites.  Individuals  with  less  income 
(under  $26K)  are  more  likely  to  smoke  than  those  with  incomes  over  $50K.  Education  and 
age  seem  to  have  the  greatest  impact  on  smoking  behavior  with  college  graduates  smoking  less 
than  halt  as  much  as  those  without  an  advanced  degree.  Individuals  over  the  age  of  65  are  the 
least  likely  to  be  smokers,  partly  because  many  smokers  will  have  died  before  reacing  oldest  age 
groups. 


Current  Smoking  by  Population 
Group,  California  2000 


CA 

Male 

Female 

ETHNICITY 

White 

Asian/Other 

Hispanic 

Black 

INCOME 

<$15K 

S15-25K 

$25-35K 

$35-50K 

$50K  + 

EDUCATION 

<  High  school 

High  school/GED 

Some  post-H.S. 

College  graduate 

AGE 

18-24 

25-34 

35^4 

45-54 

55-64 

65+ 


Percent  of  Population 


ource:  CDC,  BRFSS 
tp://apps. need. cdc.gov/brfss 


Physical  Inactivity 


At  Health  Risk  Due  to  Physical  Inactivity 
by  Population  Group.  California  2000 


CA 

Male 

Female 

ETHNICITY 

White 

Asian/Other 

Hispanic 

Black 

INCOME 

<$15K 

S15-25K 

S25-35K 

S35-50K 

$50K* 

EDUCATION 

<  High  school 

High  school/GBD 

Some  post-H  S 

College  graduate 

AGE 

24 

34 


25 


"i — i — i — r 


Percent  of  Population 


PHYSICAL  INACTIVITY 

After  tobacco  exposure,  physical  inactivity  is 

now  considered  the  second  leading 

determinant  of  death  in  the  U.S.   A  recent 

Surgeon  General's  report  on  physical  inactivity 

states  that  people  who  are  inactive  can  improve 

their  health  and  reduce  their  risk  of  developing 

or  dying  from  heart  disease,  diabetes,  high 

blood  pressure,  and  colon  cancer  by  becoming 

even  moderately  active  on  a  regular  basis. 

In  California,  there  are  substantial 

differences  between  ethnic  groups  in  degree  of 

physical  activity.     Whites  have  the  highest  level 

of  physical  activity  among  ethnic  groups  and 

1  lispanics  the  lowest.    Income  level  correlates 

positively  with  activity  level,  as  income 

increases,  so  do  physical  activity  levels. 

Individuals  making  the  most  money  ($50K+) 

have  the  highest  levels  of  activity.  Education 

has  a  similar  impact  on  activity  levels.   (.  ullege 

graduates  have  the  highest  level  of  activity  and 

those  with  no  high  school  the  least. 


CA 

Male 

Female 

ETHNICITY 

White 

Asian/Other  ~i 

Hispanic 

Black   - 
INCOME    - 

<$15K 

S15-25K   - 

S25-35K 

S35-50K 

$50K  + 

EDUCATION 

<  High  school 

High  school/GED 

Some  post-H  S 

College  graduate 

AGE 

18-24 

25-34 

35-44 

45-54 

55-64 

65+ 


Physical  Activity  by  Population 
Group,  California  2000 


Percent  of  Population 


Source:  CDC.  BRFSS 
http://apps.nccd.cdc.gov/brfss 


Nutrition 


Eat  Fruits  or  Vegetables  Less  than  3  Times  a  Day 
by  Population  Group,  California  2000 


CA 

Male 

Female 

ETHNICITY 

White 

Asian/Other 

Hispanic 

Black 

INCOME 

<$15K 

S15-25K 

S25-35K 

S35-50K 

S50K  + 

EDUCATION 

<  High  school 

High  school/GED 

Some  post-H.S. 

College  graduate 

AGE 

18-24 

25-34 

35-44 

45-54 

55-64 

65+ 


Percent  of  Population 


NUTRITION 

Healthy  People  2010  provides  specific  objectives  tor  the  consumption  of  truits  (75%  of  the 
population  should  consume  fruit  at  least  twice  a  day)  and  vegetables  (50%  of  the  population 
should  consume  at  least  three  daily  servings  or  vegetables,  with  at  least  one-third  being  dark 
green  or  orange  vegetables).  This  graph  tor  California  shows  the  need  for  improvement  across 
different  demographic  groups,  especially  tor  males,  younger  people,  and  those  with  less 
education. 
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Overweight 


ZH 
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At  Risk  for  Health  Problems  Due  to 
Being  Overweight.  California  2000 
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ETHNIC--     H 
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S15-25K  -I 
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High  schooL'GED  -j 

Some  post-H.S-  ■ 

I 

-35  ~ 
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25-34  Hi 

35^14  -I 

--:--:-  H 

55-64    -| 
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0\TR\VEIGHT 

§    verwei^ht  increases  the  risk  of 

hypertension,  diabetes,  high  cholesterol. 

heart  disease,  arthritis,  breast  cancer,  and 

other  health  problems.  Healthy  People 

rs  overweight  to  be  a  leading 

health  indicator.  Nationally,  overweight  i> 

increasing  rather  than  decreasing.  It  this 

major  health  problem  is  to  be  addressed 

in  San  Francisco,  we  will  need  to  find 

rhe  opportunities  tor 

physical  activity  in  the  population,  in 

addition  to  assuring  e  "    healthy 

food  in  all  areas  oi  the  City.   People  at 

am  weight  level  can  reduce  their  health 

E     ,it  physical  activity. 


Percent  of  Population 


Source:  BRFSS 


Injuries 


Persons  Injured  in  Motor  Vehicle  Accidents, 
San  Francisco,  1996-2000 


UNINTENTIONAL  INJURIES 

The  number  of  people  killed  an  d  injured 
in  motor  vehicle  accidents  has  remained 
fairly  level  over  the  five  years  through 
2000,  as  has  the  contribution  of  driving 
under  the  influence  (DUI)  to  these 
injuries.  DUI  continues  to  be  a  much 
larger  contributor  to  more  severe 
accidents,  involving  fatalities,  than  to 
non-fatal  injury  accidents. 
These  figures  cover  all  injuries  involving 
motor  vehicles.  In  2000,  33  of  the  49 
people  killed  in  San  Francisco  in  motor 
vehicle  accidents  were  pedestrians. 
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vource:  California  Highway  Patrol 


Injuries 


Mechanism  of  Injury  Death  for 
San  Francisco  Residents  and  Deaths  in  SF,1998 


_ 

■    SF  resident,  die  SF(n=407) 

□  Mon-SFres.  dieSF(n=129) 

□  SF  res.,  die  elsewhere(n=35) 

I 

-ll 

IW 

I 

Cruo;pc«sor>    Motor  veh.  Traffc       Firearms  Fails 


Mechanism  of  Injury  Hospitalization  for 
ian  Francisco  Residents  and  Treatment  in  SF,1998 


■  SF  residenl.treated  SF  (n=5585) 
C^  Non-SF  res. .treated  SF  (n=2352) 
□    SF  res  .  treated  elsewhere  (n=597) 


L  nintentiona]  Injuries- 
continued 
Hundreds  of  thousands  of  non- 
San  Francisco  residents  spend 
time  in  the  Citv  each  day.  as 
workers  or  visitors  to  its  stores. 
services,  and  tourist  attractions. 
These  people  are  subject  to 
being  injured  or  killed  here,  as 
San  Francisco  residents  are 
when  they  travel  elsewhere. 
These  figures  show  the 
proportional  distribution  of 
mechanisms  of  injuries  causing 
death  or  hospitalization  tor  San 
Francisco  residents  here  or 
elsewhere  and  tor  non-residents 
occurring  here.   Drug  poisoning 
is  the  leading  mechanism  of 
injury  death  tor  SF  residents  and 
non-residents  dying  here,  while 
ralK  is  the  leading  mechanism 
tor  both  residents  and  non- 
residents hospitalized  here. 


Traffic     Drug'poison 


Source:  Profile  of  Injury  in  SF.  2001 


Injuries 


VIOLENCE  AND  INTENTIONAL  INJURIES 
These  data  show  the  geographic  distribution  of  1998  assaults  and  the  numbers  oi  San  Francisco  residents,  by 
ethnicity,  who  were  homicide  victims  from  1997  through  2000. 

The  total  number  of  homicides  has  hovered  around  SO  over  this  period.  The  numbers  are  too  small  to  calculate 
reliable  rates,  but  African  Americans  represent  the  smallest  population  of  any  of  the  ethnicities  shown,  yet  have  the 
largest  number  oi  homicide  victims  tor  each  year.  The  number  of  Hispanic  homicide  victims  is  less  striking  but  also 
disproportionately  great  compared  to  their  share  of  San  Francisco's  population. 

The  assault  map  shows  the  heaviest  concentration  along  the  Market  and  Mission  St.  corridors  and  in  the 
Tenderloin,  with  other  concentrations  including  Haight  near  Golden  Gate  Park,  North  Beach,  and  along  and 
around  3d  in  Bayview  Hunters  Point.  The  areas  of  densest  concentration  on  this  map  are  within  areas  of  highest 

residential  density  and  lower  income  shown  in  earlier  maps. 
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Homicides  by  Ethnicity, 
San  Francisco  Residents, 1997-2000 
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Injuries 


Assaults:  1998  Data 
Total  of  Assaults  =  4138 


Incidents  per  Site 
.     1 


Total  o f  As ss3 u It  Sites  =  27  1  3      /"O^N-s  £&  n 


-•__  .^m 


'mm  n  "mP"-"-  ■-  •  *  •  r 


»        *  ■  ■  *.  «  v 


Data  Source:  San  Francisco  Fire  Department  EMS  Division.  1998  Paramedic  Data 

San  Francisco  Department  of  Public  Health    Population  Health  and  Pre  Mention    Management  Information  Syster 


Environmental  Health 


San  Francisco  Air  Quality  Monitoring  Data,  1999-2001 


AIR  QUALITY 

There  arc  many  aspects  of  the 
physical  and  social  environment 
that  impact  people's  health  and 
well-being.  An  aspect  of  the 
physical  environment  for  which 
we  have  monitoring  data  is  air 
quality.  The  federal  Clean  Air 
Act  directs  the  Environmental 
Protection  Agency  (EPA)  to 
implement  health  based 
standards  tor  certain  air 
pollutants,  including  ozone, 
nitrogen  oxide,  and  particulate 
matter  (PM  10).  The  ozone  and 
nitrogen  oxide  standards  were 
not  exceeded  over  the  last  3 
years,  but  particulates  exceeded 
the  state  standard  (which  is 
stricter  than  the  federal 
standard)  on  17  days  over  the  3 
years  (compared  to  6  days 
exceeded  in  the  previous  4 
years).  Particulate  matter  can 
make  asthma  and  other 
respiratory  problems  worse. 
Major  sources  ot  particulates  in 
the  Bay  Area  include  industrial 
emissions,  motor  vehicles,  road 
dust,  construction,  demolition, 
and  residential  wood  smoke. 


1999 

2000                      2001 

Measure 

Standard 

Date 

No. 

Date 

No          Date 

No 

OZONE 

Maximum  Hourly 

Days  >  state  standard 

.09  ppm* 

0 

0 

0 

Days  >  national  standard 

.12  ppm* 

0 

0 

0 

Highest  4  days  measured 

High 

30-Sep 

0079 

14-Jun 

0.058    7-May 

0061 

2d  high 

10-Oct 

0070 

17-Sep 

0  055  30-May 

0061 

3d  high 

23-Oct 

0063 

2-Apr 

0.051  31-May 

0  059 

4th  high 

26-Sep 

0.061 

1-Apr 

0049    11 -Apr 

0051 

Year's  coverage 

97 

99 

75 

'(Days  with  1  measurement  greate 

than  the  state  (0.09  parts  per  million)  or  national  (0.12  ppm)  standard) 

Daily  8-Hour  Averages 

Days  >  national  standard 

08  ppm 

0 

0 

0 

Highest  4  days  measured 

High 

22-Oct 

0.057 

22-Apr 

0  043      1-Apr 

0  047 

2d  high 

30-Sep 

0  056 

2-Apr 

0.042    10-Apr 

0.047 

3d  high 

23-Oct 

0  056 

2-May 

0.042  30-May 

0  047 

4th  high 

5-Nov 

0.050 

27-Feb 

0  041    15-Apr 

0  046 

Year's  coverage 

97 

99 

75 

■(Days  w  1  8-hour  period  qreater  than  the  national  8-hour  standard  of 

s  per  million) 

NITROGEN  OXIDE 

Days  >  state  standard 

.25  ppm" 

0 

0 

0 

Annual  average 

0021 

0  020 

Highest  4  days  measured 

High 

30-Sep 

0.103 

19-Sep 

0074  20-Jun 

0073 

2d  high 

28-Sep 

0.082 

7-Dec 

0.069    7-May 

0061 

3d  high 

20-Oct 

0082 

12-Sep 

0069     5-Jan 

0059 

4th  high 

28-Dec 

0.077 

14-Jun 

0.069    8-May 

0059 

Year's  coverage 

97 

99 

32 

•  (Days  w    1  measurement  qreater  than  the  state 

hourly  standard  o       25  parts 

PARTICULATES  (PM10) 

State  standard 

50  mem* 

Days  >  standard  (measured)" 

6 

2 

5 

Days  >  standard  (calculated)" 

36 

12 

24 

Annual  average 

22  6 

21  6 

.5  S 

National  standard 

150  mem* 

Days  >  standard  (measured) 

0 

0 

0 

Days  >  standard  (calculated) 

0 

0 

0 

Annual  average 

264 

24 

28  9 

Highest  4  days  measured 

High 

21-Oct 

20-Dec 

632     7-Jan 

B4  0 

2d  high 

26-Dec 

69.4 

7-Jan 

53   18-Jun 

56  4 

3d  high 

29-Jun 

67  o 

16-Aug 

46.3    7-May 

55  ■: 

Year's  coveraae 

4th  high 

1 5-Oct 

59  a 
100 

8-Dec 

43.9     1-Jan 
99 

54  - 
39 

•(Days  with  a  measurement  greater  than  the  standard,  in  micrograms  per  cubic  centimenter  (mem).  State 
and  national  averages  differ  because  state  calculates  a  geometric  mean,  and  national  uses  arithmetic  mean 
**  (Measured  days  are  those  with  actual  measurements  exceeding  standards.  Measurements  typically 

collected  every  6  days  Calculated  days  are  expected  number  had  measurements  been  taken  daily 

Year's  coverage  shows  percent  of  days  with  expected  high  pollutants  that  were  actually  monitored 


iource:   Air  Quality  Board 


Access  to  Health  Care 


Percent  Uninsured  by  Ethnicity, 
California  and  US,  1997-1999 


Percent  of  Workers  Offered  and  Accepting, 
Health  Insurance  by  Wage  Level,  California,  1999 
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UNINSURED 

Access  to  health  care  sen  ices  is  a  significant 

issue  in  San  Francisco,  as  it  is  throughout 

California  and  the  rest  of  the  United  States. 

Lack  of  access  to  preventive  and  ongoing  health 

care  services  leads  to  higher  rates  of  preventable 

disease  and  injuries  and  poorer  health  outcomes 

from  illness  and  injury.  A  common  indicator  of 

access  to  health  care  services  is  the  availability  of 

health  insurance. 

It  is  estimated  that  about  a  quarter  of  our 

population  is  uninsured.   Compared  to  other 

large  metropolitan  areas,  ours  has  a  higher 

proportion  of  uninsured,  and  a  higher 

proportion  ot  low-income  people  who  are 

uninsured.  The  majority  ot  residents  without 

health  insurance  are  employed  (full  or  part-time) 

or  are  members  of  families  with  working  adults. 

Among  low-income  people,  the  uninsured 

were  less  likely  to  have  a  usual  source  ot  health 

care  or  to  have  seen  a  doctor  in  the  past  year. 

They  were  also  more  likely  to  have  delayed  or  not 

gotten  health  care  they  thought  they  needed. 

The  San  Francisco  metropolitan  area  was  worse 

in  each  ot  these  categories  than  the  average  tor 

other  metropolitan  areas. 

Generally  in  California,  as  in  the  rest  ot  the 

US,  whites  have  the  lowest  percent  uninsured, 

African  Americans  and  Asians  have  higher 

percents,  and  Hispanics  have  the  highest 

percentage  uninsured. 

As  the  lower  figure  shows,  lower  income 

workers  in  California  are  much  less  likely  to  have 

insurance  ottered  as  a  benefit  through  their 

employer.  When  it  is  offered,  lower  wage  workers 

are  also  slightly  less  likely  to  accept  it,  probably 

due  to  the  difficulty  of  affording  co-payments. 

In  San  Francisco,  those  who  are  uninsured  are 

likely  to  use  the  public  health  system  which  is 

available  to  them. 


Source:  Kaiser  Family  Foundation,  State  Health  Facts  Online.  Rate  of  Nonelderly  Uninsured  by  Race/Ethnicity.  1997-1999 

Kaiser  Family  Foundation.  The  Working  Uninsured  in  California  and  US,  May  2001  (Ca.  Health  Policy  Brief)-  LJ  Blumberg  and  LM  Nichols 


Access  to  Health  Care 


MEDICAL 
Although  they  are  the 
smallest  part  of  San  Francisco's 
population  (sec  "Who  We 
Are"),  children  make  up  the 
largest  proportion  (by  age)  of  the 
Medi-Cal  population,  here  and 
throughout  California.  The 
program's  eligibility  rules  have 
been  developed  over  time  to 
include  a  larger  share  of  low- 
income  children,  but  not  adults. 
Because  of  Medi-Cal  tor 
children  and  Medicare  tor  those 
over  65,  non-elderly  adults  -  a 
larger  share  of  San  Francisco's 
population  than  that  of  the  rest 
of  the  state  -  generally  have  the 
highest  uninsured  rates. 
Over  the  year  from  October 
2000  to  October  2001,  San 
Francisco  enrollees  of  all  ages 
increased:  children  under  age  2  1 
by  5.5%,  adults  2 1-64  by  8%, 
and  adults  over  65  by  10",.. 


San  Franciscans  Enrolled  in  Medi-Cal 
by  Age  and  Condition,  Oct.  2000-2001 
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aurce:  SFDHS.  Medi-Cal  Quarterly  Report 


Access  to  Health  Care 


Late  Prenatal  Care  by  Mother's  Ethnicity, 
San  Francisco.  2000 


Percent  Late  Prenatal  Care 


Percent  Up-to-Date  on  Immunizations  at  Age  2  by 
Ethnicity  and  School  Type,  San  Francisco,  1999 


100 


PRENTAL  CARE 
Pregnant  women  should  begin 
prenatal  care  in  the  first  trimester; 
later  entry  into  care  is  generally 

associated  with  worse  perinatal  and 

infant  health  outcomes.  African 

American  women  continue  to  have 

the  lowest  percentages  of  early 

prenatal  care,  although  the  2000 

percentages  of  late  care  are  somewhat 

lower  than  those  for  1999  for  African 

American,  Hispanic,  and  Filipino 

women— the  three  ethnicities  with  the 

highest  1999  late  prenatal  care 

percentages. 

IMMUNIZATIONS 

The  last  expanded  Kindergarten 

retrospective  study  of  up-to-date 

immunizations  tor  which  data  arc- 
now  available,  done  in  1999, 
provide  the  results  shown  here. 
Data  are  only  shown  tor  groups  with 
more  than  100  children's  records 
reviewed.  Chinese  children  did 
slightly  better  and  African  American 
children  slightly  worse  in  rerms  of 
pereents  immunized.   Percentages 
with  urvro-date  immunizations  in 
1999  in  San  Francisco  were  better 
than  California  levels,  and  also  had 
improved  oxer  the  N%  survey, 
Citywide  and  tor  Hispanic  and 
African  American  children. 


Source:  San  Francisco  Department  of  Public  Health 


Access  to  Health  Care 


DENTAL  CARE 
Ai  *  ess  to  dental  care  is  imp.  mi.hu 
for  good  oral  health,  including 
screening  for  mouth  and  tongue 
cancer,  and  is  also  considered  An 
indicator  of  general  access  to  health 
care.  In  the  absence  of  local  data, 
these  California  data  indicate  an 
across  the  hoard  need  tor  increased 
access  to  and/or  use  of  preventive 
dental  services.  There  are  disparities 
in  such  use,  with  the  need  greater 
the  lower  the  income,  education 
and  age  category,,  and  anions 
African  Americans  and  Hispanics. 


Had  Teeth  Cleaned  by  Dentist  or  Hygienist 
Within  Past  Year.  California  1999 


LA 

'.I..  '■ 

Female 

ETHNICITY 

White 

Asian/ Other 

Hispanic 

Black 

INCOME 

<$15K 

S15-25K  - 

S25-35K   - 

S35-50K   - 

$50K  + 

EDUCATION 

<  High  school 

High  school/GED 

Some  post-H  S 

College  graduate 

AGE 

18-24 

25-34 

35-44 

45-54 

55-64 

65-1 


Percent  of  Population 


iurce:  BRFSS 


Our 
Health 


Introduction 


"Our  Health"  is  a  product  of  who  we  arc  and  how, 

under  what  conditions,  we  live.  The  more 

successful  we  can  be  at  creating  conditions  that 

promote  our  national  health  goals  of  increasing  the 

length  and  quality  of  life  and  eliminating  the 

disparities  among  groups,  the  lower  will  he  the 

burden  of  death  and  disability,  overall  and  due  to 

specific  health  outcomes.   In  this  section  we  look  at 

indicators  of  health  status,  both  overall  and  due  to 

specific  causes  that  are  important  contributors  to  or 

indicators  of  the  overall  burden  of  mortality, 

illness,  injury  and  disability  borne  by  our 

population. 


Burden  of  Disease 


Life  Expectancy  at  Birth 
by  Sex  and  Ethnicity,  San  Francisco,  1999 


Age-Adjusted  Death  Rates  by  Sex  and 
Major  Ethnicity  Group,  San  Francisco,2000 
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MORTALITY' 

Life  expectancy  at  birth  is  a 

measure  of  how  long  a  baby  horn  now 

could  be  expected  to  live  if  he  or  she 

grew  up  being  subject  to  current 

mortality  rates.  As  such  it  is  a  good 

summary'  measure  of  mortality 

differences  in  a  group  over  time  or 

among  groups. 

Life  expectancy  in  San  Francisco, 

as  in  California  and  the  US,  has  been 

increasing  in  recent  years.  But  as  the 

figure  shows,  there  are  still  marked 

disparities  both  across  ethnicities  and 

between  men  and  women  within  each 

ethnicity.  For  each  sex,  Hispanics 

have  the  longest  life  expectancy, 

which  means  the  lowest  current 

mortality.  African  Americans  have  the 

lowest  lite  expectancy  and  highest 

mortality  tor  each  sex,  followed  by 

whites. 

Age  adjusted  death  rates  are 

another  measure  of  the  overall  force 

of  mortality,  expressed  in  a  way  that 

allows  comparisons  across  groups 

whose  populations  differ  in  size  and 

age.  These  overall  rates  also  show 

African  American  mortality  to  be 

highest  for  each  sex,  followed  by  that 

of  white  men  and  women.  Asian  and 

Hispanic  mortality  is  the  lowest. 

This  profile  of  relative  mortality 

among  the  major  sex-and-ethnicity 

groups  is  not  unique  to  San 

Francisco,  but  is  also  reflected  in 

patterns  for  the  state  and  tor  several 

surrounding  counties. 


Source:  SFDPH  (PHIS  &  CDOF  data  files) 
Source:  CDHS,  Vital  Statistics  Query 
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Mortality— continued 

This  table  shows  the  dramatic 
increase  in  death  rates  with  age 
after  the  first  year  ot  life,  and 
that  male  mortality  is  greater 
than  that  of  females  in  every  age 
group.  This  disparity  is  generally 
lowest  during  youth,  when  rates 
are  lowest.  It  is  most  marked 
during  the  ages  from  25  through 
64,  when  men's  greater 
mortality  from  AIDS,  injuries, 
and  homicide  especially 
contribute  to  the  differential. 
An  earlier  comparison  of  San 
Francisco's  age-specific  rates  to 
those  of  California  tor  1996- 
1998  showed  our  rates  to  be 
higher  than  the  state's  for  the 
ages  15-54,  but  otherwise  equal 
to  or  lower  than  California's. 


Age-Specific  Death  Rates  by  Sex, 
San  Francisco  1999 


Ages 

Male 

Female 

M/F  Ratio 

0-1 

453.6 

265.2 

1.7 

1-4 

16.6 

11.7 

1.4 

5-9 

9.0 

7.0 

13 

15-24 

65.7 

39.9 

1  6 

25-34 

149.9 

49.9 

3  0 

35-45 

263.3 

99.8 

2.6 

45-54 

566.7 

219 

26 

55-64 

1051 

493.7 

2.1 

65-74 

2,070.3 

1,177.2 

1  8 

75-84 

5,084.7 

3,141.0 

1.6 

85- 

13,480.1 

11.208.2 

1.2 

jurce:  San  Francisco  Department  Public  Health 


Burden  of  Disease 


MAJOR  CAUSES  OF  DEATH,  SAN  FRANCISCO  &  CALIFORNIA,  1999-2000 


SAN  FRANCISCO 

CA 

US 

SF 

DEATHS 

DEATH 

95%  CONF.  LIMITS 

DEATH 

SF/ 

2010 

SF 

Rank 

HEALTH  STATUS  INDICATOR 

(Ave./Yr.) 

RATE 

(LOWER 

UPPER) 

RATE 

CA 

Objective 

Met? 

10 

ALL  CAUSES  (1998-2000  AVERAGE) 

6.587.3 

6984 

(667.9 

728.9) 

773.8 

0.90 

N/E 

.. 

22 

CORONARY  HEART  DISEASE 

1 ,544.0 

159.2 

(151.2 

167.2) 

201.5 

0.79 

166.0 

Yes 

26 

CEREBROVASCULAR  DISEASE 

595.0 

60.4 

(55.5 

65.2) 

63.3 

0.95 

48.0 

No 

9 

ALL  CANCERS 

1,515.5 

165.0 

(156.7 

173.4) 

179.8 

0.92 

159.9 

No 

6 

LUNG  CANCER 

362.5 

39.8 

(35.7 

43.9) 

46.8 

0.85 

44.9 

Yes 

4 

FEMALE  BREAST  CANCER 

92.0 

18.3 

(14.5 

22.1) 

25.2 

0.73 

22.3 

Yes 

12 

DIABETES 

128.5 

13.7 

(11.3 

16.1) 

20.8 

0.66 

45.0 

Yes 

AIDS 

198.0 

21.7 

(n 

a) 

4.5 

4.88 

27 

UNINTENTIONAL  INJURIES 

281.5 

32.7 

(28.8 

36.6) 

24.7 

1.32 

17.5 

No 

12 

MOTOR  VEHICLE  ACCIDENTS 

54.5 

6.8 

(4.9 

8.6) 

9.8 

0.69 

9.2 

Yes 

24 

SUICIDE 

88.0 

10  4 

(8.2 

12.6) 

9.5 

1.09 

5.0 

No 

46 

HOMICIDE 

50.5 

6.8 

(4.9 

8.8) 

6.1 

1.11 

3.0 

No 

56 

DRUG-RELATED  DEATHS 

158.5 

18  2 

(15.4 

21.1) 

5.8 

3.14 

1.0 

No 

14 

FIREARM  INJURIES 

48.5 

6S 

(4.6 

8.4) 

9.3 

0.70 

4.1 

No 

NOTES:  Rank  goes  from  lowest  county  rate  (rank  #  1 )  to  highest  rate  (#  56). 

Rates  are  age-adjusted  to  US  2000  population  standard,  and  are  calculated  per  100.000  population. 

Three-year  averages  are  reflected  for  the  "All  Causes"  mortality  data. 

Due  to  the  change  from  ICD  9  to  ICD  10  that  occurred  in  1999,  two  years  of  mortality  data  are  used  for  specific  causes. 

Rates  cannot  be  compared  to  data  prior  to  1999  due  to  the  change  from  use  of  1940  to  2000  standard  population 

proportions  to  calculate  age-adjustments. 
SF/CA:  SF  rate/Ca  rate  x  100.  Can  be  read  as  SF's  rate  as  a  percent  of  California's.  Not  shown  if  Ca.  rate  included  in  E 
N/E:   National  Objective  for  all-cause  mortality  for  the  Year  2010  has  not  been  established. 
Source:   Department  of  Health  Services:  Center  for  Health  Statistics.  County  Health  Profiles  2002.  April  2002. 
Data  Sources:   Department  of  Health  Services:  Center  for  Health  Statistics,  Death  Statistical  Master  Files,  1998-2000. 

Department  of  Finance:    1999  Population  Projections  with  Age  .  Sex  and  Race/Ethnic  Detail ,  May  2000. 

AIDS  deaths  from  CDHS  vital  statistics  query  system. 


Mortal  itv— continue  J 

This  tabic  summarizes  San  Francisco's  death  rates  overall  and  tor  selected  important  causes  tor  1 999-2000,  and  how  we  are 
doing  relative  to  California  and  to  Healthy  People  20 10  National  Objectives.  The  "SF/CA"  column  shows  San  Francisco's  rate- 
as  proportion  of  California's,  so  a  value  less  than  one  means  we  are  doing  better  than  the  State  .is  a  whole.   We  are  doing  better 
overall  (San  Francisco's  death  rate  is  lover  than  the  state's)  and  for  most  t.ises  with  the  notable  exception  ot  AIDS,  drug  - 
related  deaths,  and  injuries.   The  unintentional  injury  ratio  is  higher  in  San  Francisco  largely  due  to  drug  poisoning. 


Burden  of  Disease 


PREMATURE  DEATH 

SFDPH  also  analyzes  premature 
mortality  based  on  the  measure 
of  expected  "years  of  life  lost" 
(YLLs).  This  measure  subtracts 
the  person's  aye  at  death  from 
the  life  expectancy  for  someone 
that  age  in  a  standard 
population,  so  the  younger  the 
age  at  death,  the  greater  the 
YLLs.  Since  many  younger 
deaths  could  be  prevented  or 
postponed,  this  measure  of 
premature  mortality  also 
emphasizes  prevention. 
The  figure  shows  the  15  leading 
specific  causes  of  premature 
mortality  for  San  Francisco  for 
2000.  The  leading  cause  is 
ischemic  heart  disease,  followed 
by  AIDS,  stroke,  lung  cancer, 
and  drug  poisoning.   AIDS  and 
drug  poisoning  rank  so  high 
here  because  of  a  combination 
of  the  number  of  deaths 
involved,  plus  the  fact  that  so 
many  of  them  are  to  relatively 
younger  people. 
Of  the  list  of  15  causes,  men 
contribute  more  YLLs  to  the 
total  than  do  women  tor  all  but 
the  1  5,:'  cause,  breast  cancer. 


Leading  Causes  of  Years  of  Life  Lost. 
San  Francisco.  2000 


Ischemic  heart  dis    (IHD) 

AIDS/HIV 

Stroke 

Lung  cancer 

Drug  poisoning 

Other  heart  disease 

Suicide 

Other  chronic  lower  resp   infections 

Hypertensive  heart  dis 

Influenza/pneumonia 

Homicide/assault 

Chronic  liver  dis. /cirrhosis 

Colorectal  cancer 

Motor  veh.  accidents 

Breast  cancer 


Years  of  Life  Lost 


Burden  of  Disease 


DISABILITY'  ADJUSTED  LIFE  YEARS 

Disability  Adjusted  Life  Years  (DALYs)  are  a  measure  of  the  overall  burden  of  disease  and  injury  in  a  population.  DALYs  were 

developed  by  the  World  Health  Organization  and  are  a  combination  of  years  lost  to  premature  mortality  (years  of  life  lost,  YLL) 

and  the  number  of  years  lived  with  a  disabling  condition  (YLD).   The  measure  allows  health  evidence  to  be  used  to  estimate  the 

largest  contributors  to  reduced  years  ot  healthy  lite  due  to  disease,  injury,  disability,  and  death. 

In  1998,  the  two  leading  contributors  to  DALYs  in  San  Francisco  were  drug  overdose  and  alcohol  dependence.  These  were 

also  the  leading  causes  ot  years  ot  reduced  health  due  to  disabilities.   Other  leading  causes  ot  DALYs  due  primarily  to  disability 

and  not  represented  by  high  mortality  were  depression,  osteoarthritis,  asthma,  dementia,  and  diabetes. 

Note:  Due  to  technical  reasons  involving  a  change  in  1999  to  a  new  version  ot  cause  ot  death  coding,  DALYs  could  not  yet  be 

alculated  tor  years  atter  1998.  However,  we  chose  to  include  this  measure,  even  without  the  latest  data,  because  of  its  importance 

as  our  one  measure  tor  estimating  the  overall  burden  of  disease  and  injurv  in  a  population,  and  the  relative  importance  ot  the 

specific  conditions  that  contribute  to  it. 


Drug  overdose/other  poisoning 

Alcohol  dependence 

Ischemic  heart  disease 

HIV/AIDS 

Unipolar  major  depression 

Cerebrovascular  disease 

Osteoarthritis 

Lung  cancer 

Asthma 

Alzheimer's  other  dementia 

Chronic  obstruct,  pulm.  dis. 

Diabetes  mellit is 

Respiratory/ALRI 

Suicide  self-inlieted  injurv 

Hypertension 

Homicide/assault 

Motor  vehicle  accidents 

Breast  cancer 

Colorectal  cancer 

Inflammatorv  cardiac  disease 


Leading  Causes  of  DALYs, 
San  Francisco,  1998 


■    Years  of  Life  Lost 

□    Years  Lived  with  Disability 


Disability  Adjusted  Lite  Years 


Burden  of  Disease 


Estimated  Persons  with  Disabilities  by  Age  and  Sex,  San  Francisco  1999 

Number     No.  w.  Disability  w/o  Disability  %  w.  Disability 


Male: 

348,470 

55839 

292631 

16.0% 

5  to  15  years: 

38,301 

1,402 

36,899 

3.7% 

16  to  20  years: 

19,919 

1,154 

18,765 

5.8% 

21  to  64  years: 

245,942 

34,521 

211,421 

14.0% 

%  Employed 

78.3% 

43.6% 

84.0% 

65  to  74  years: 

23,757 

8,290 

15,467 

34.9% 

75  years  and  over: 

20,551 

10.472 

10,079 

51.0% 

Female: 

357,593 

64214 

293379 

18.0% 

5  to  15  years: 

37,831 

1,234 

36,597 

3.3% 

16  to  20  years: 

18,391 

1,010 

17,381 

5.5% 

21  to  64  years: 

235,626 

31,539 

204,087 

13.4% 

%  Employed 

71.3% 

42.4% 

75. 7% 

65  to  74  years: 

30,146 

10,643 

19,503 

35.3% 

75  years  and  over: 

35,599 

19,788 

15,811 

55.6% 

Total 

706,063 

120,053 

586,010 

17.0% 

5  to  15  years: 

76,132 

2,636 

73,496 

3.5% 

16  to  20  years: 

38,310 

2,164 

36,146 

5.6% 

21  to  64  years: 

481,568 

66,060 

415,508 

13.7% 

%  Employed 

74.9% 

43.0% 

79.9% 

65  to  74  years: 

53,903 

18,933 

34,970 

35.1% 

75  years  and  over 

56,150 

30,260 

25,890 

53.9% 

source:  US  Census 

American  Community 

Survey, 

P26  SEX  BY  AGE, 

DISABILITY  STATUS, 

AND  EMPLOYMENT 

-  Universe:  Civilian  noninstitutionalized 

population  5  years 

and  over 

DISABILITY 
This  table  provides  estimates  of  the  numbers  of  San  Franciscans  with  disabilities,  by  sex  and  age 
group.  The  total  is  120,000,  about  17%  of  the  population  older  than  S.  This  percentage 
increases  sharply  with  age,  as  expected.  Among  those  of  prime  working  aye,  21  through  64, 
almost  14%  report  having  a  disability.  The  employment  rate  among  them  is  43%,  barely  over 
half  the  80%  employment  rate  of  non-disabled  people  this  aye. 

These  estimates  are  self-reported  in  the  American  Community  Survey,  and  can  be  expected  to 
differ  from  figures  from  programs  such  as  SSI.  which  are  based  on  examinations  and  program- 
specified  disability  criteria. 


burce:  US  Census,  Am.  Community  Survey. 

j?6.  SEX  BY  AGE.  D  ISABILITY  STATUS.  AND  EMPLOYMENT  STATUS 


Universe:  Civilian  noninstitutionalized  population  5  years  and  over 


Non-Communicable  Disease 


Age-Adjusted  Ischemic  Heart  Disease  Death  Rates 
by  Sex  and  Ethnicity,  San  Francisco,  2000 


CARDIOVASCULAR  DISEASE 

CVD  has  been  the  leading  cause  of  death  in  the  US  every 

year  since  1900  except  1918.  In  1999  it  killed  almost  a  million 

people  in  the  US,  40%  of  all  deaths,  including  more  women 

than  men.   An  estimated  62  million  Americans  have  some  form 

of  CVD,  including  high  Wood  pressure  (50  million),  coronary 

heart  disease,  stroke,  and  congestive  heart  failure. 

Ischemic  heart  disease  (IHD,  also  called  coronary  heart 

disease)  is  the  leading  contributor  of  years  of  life  lost  tor  both 

men  and  women,  and  the  leading  cause  of  death  in  terms  of 

both  rates  and  numbers  of  deaths.  San  Francisco's  rate  tor 

1999-2000  combined  was  159.2,  compared  to  California's  rate 

•  if  201.5  (see  "Coronary  Heart  Disease"  in  "Major  Causes  of 

Death"  table).  IHD  rates  here,  as  elsewhere,  have  been 

declining,  but  there  continue  to  be  large  disparities  by  sex  and 

ethnicity.    Rates  tor  the  year  2000  (upper  figure)  show  that 

white  and  black  men  have  much  higher  rates  than  Asian  and 

Hispanic  men.  Among  women,  African  Americans  have  the 

highest  rates,  followed  by  white  women.  Hispanic  women  have 

the  lowest  rates. 


Age-Adjusted  Stroke  Death  Rates 
by  Sex  and  Ethnicity,  San  Francisco,  2000 


Smoking,  diet  (especially  tats),  lack  of  exercise,  overweight, 

and  stress  are  risk  factors  tor  IHD,  and  there  is  mounting 

evidence  that  dietary  factors  can  start  the  disease  process  early 

in  lite.  Interventions  in  any  of  these  factors  at  any  age  can 

decrease  risk. 

Cardiac  arrest  can  cause  sudden  death  without  immediate 

treatment;  brain  damage  can  occur  in  4  to  6  minutes. 

Immediate  cardiopulmonary  rcsiis<.  itation  (CPR)  by  a  trained 

bystander  can  help  prevent  this.  Since  about  a  quarter  of 

cardiovascular  disease  deaths  in  the  LIS  occur  before  the  person 

is  gotten  to  the  hospital,  many  such  deaths  could  possibly  be 

averted  by  more  frequent,  immediate  interventions  by  trained 

bystanders,  even  before  emergency  medical  technicians  can 

arrive. 
Cerebrovascular  disease  or  stroke  was  the  third  leading  cause 
.  >t  years  of  lite  lost  in  San  Francisco  in  2000.  The  stroke  death 
rate  for  San  Francisco  in  1999-2000  was  slightly  below 
California's,  60.4  compared  to  63.3  respectively.   Our  rates  tor 
the  year  2000  (lower  figure)  show  marked  disparities,  with 
stroke  mortality  rates  highest  tor  African  American  men  and 
women,  intermediary  tor  white  and  Asian  men  .\nA  women, 
and  much  lower  tor  Hispanics. 


Tobacco,  physical  inactivity,  poor  diet,  and  drugs  are  among  the 

risk  factors  tor  stroke.  Fatalities  from  strokes  that  do  occur 

could  be  reduced  it  more  people  recognized  the  warning  signs 

and  soueht  immediate  he!n  when  they  occurred. 


Source:  CDHS,  Vital  Stats  Query 
Source:  CDC.  BRFSS 


Non-Communicable  Disease 


DIABETES 

Diabetes  ranked  12lh 
among  San  Francisco's 
Leading  causes  of 
disability  adjusted  life 

years.  People  with 
Diabetes  arc  2  to  4  rimes 
as  likely  to  die  from 
coronary  heart  disease 
and  twice  as  likely  to  die 
from  stroke  as  people 
without  diabetes.  More 
than  80%  of  people  with 
diabetes  die  from  some 
form  ot  cardiovascular 
disease. 

California  diabetes 
prevalence  figures  show  a 
sharp  gradient  by  income 
and  education;  the  less  of 
each,  the  higher  the 
prevalence  of  diabetes. 
Hispanics  also  have 
much  higher  prevalence 
than  the  other  major 
ethnicities,  about  double 
that  of  whites,  who  are 
the  lowest. 


Estimated  Diabetes  Mellitis  Prevalence  by 
Population  Group,  California  2000 


Percent  of  Population 


lource:  CDHS.  Vital  Statistics  Query 


Non-Communicable  Disease 


CANCER 
Fur  this  period  ( 1995-1999),  prostate  cancer  was  the  leading  cause  of  new  cancer  cases  among  men,  and  breast  cancer  among 
women,  overall  and  tor  all  ethnicities.  However,  lung  cancer  (about  90%  of  which  is  attributable  to  exposure  to  tobacco 
smoke)  was  the  leading  cause  of  cancer  mortality  for  both  sexes  and  tor  all  ethnicities.  Among  females,  invasive  breast  cancer 
had  almost  triple  the  incidence  of  lung  and  colorectal  cancers,  but  the  death  rate  from  lung  cancer  was  twice  that  of  colorectal 
cancer,  and  a  third  higher  than  breast  cancer.  Among  males,  there  was  almost  twice  the  rate  of  prostate  cancer  as  lung  cancer, 
and  more  than  twice  the  rate  of  colorectal  cancer.  But  lung  cancer  mortality  was  over  twice  the  rate  tor  both  colorectal  and 
prostate  cancer,   (continued  on  next  page) 


Leading  Causes  of  New  Cancer  Cases  by  Sex  and  Ethnicity,  San 
Francisco  1995-1999 


SF 

No.  of 

SF 

95%  Conf.  Intvl 

Ethnici 

ty-Specific  Rates 

Ran                       Site 
k 

Cases 

Rate 

LCI 

,  UCI 

White 

Afr.-Amer. 

Latino 

Asian/P.I. 

MALE 

All  cancers 

10,940 

567.5 

556.8 

578.3 

666.2 

803.1    *" 

401.1 

386.8 

1    Prostate  cancer 

2,814 

1498 

144.3 

155.5 

169.5 

267.1   — 

108.3 

87.7 

3   Lung  cancer 

1,485 

78.9 

74.9 

83.1 

80.0 

143.9  — 

44.9 

70.0     ' 

4   Colorectal  cancer  (invasive) 

1.196 

64.3 

60.6 

68.1 

69.2 

83.9    ' 

39  0 

60.3    " 

5  Non-Hodgkin's  lymphoma 

805 

38  3 

357 

41.1 

53.9 

33.0    • 

27.9    • 

15.3 

8  Kaposi's  sarcoma 

641 

37  4 

25.3 

29.7 

39.4 

35.0    * 

24.3    ' 

3.7 

6    Bladder  cancer 

463 

35  1 

228 

275 

38.1 

18.6 

15.0 

9  9 

9    Mouth/oropharynx  cancers 

418 

21.0 

19.0 

23.2 

24.1 

267     • 

133 

18.0 

13   Liver  cancer 

541 

17.3 

155 

19.3 

11.7 

20.7 

137    • 

25.8 

1 1    Stomach  cancer 

297 

16  3 

144 

18.1 

13.1 

31.2     * 

20.3 

16.0 

12    Leukemia 

262 

14  0 

12.3 

15.9 

17.2 

16.6 

8.9 

If)  1 

FEMALE 

All  cancers 

9,073 

382.2 

374.2 

390.4 

472.5 

392.1    " 

272.1 

295.5 

2    Breast  cancer  (invasive) 

2,775 

122.0 

117.4 

126.7 

163.0 

115.3    ** 

72.6 

83.2 

4   Colorectal  cancer  (invasive) 

1.130 

44   1 

41.5 

46.9 

46.3 

44  8 

30.8 

444     • 

3    Lung  cancer 

1.054 

42.3 

39.7 

45.0 

54.9 

53.9    ' 

23.1 

30  4 

7    Breast  cancer  (in  situ) 

655 

298 

27.2 

32.3 

36.2 

33.6    ' 

14.9 

24.6     • 

10   Corpus  uteri  cancer 

^33 

22.7 

20.8 

24.8 

28.3 

21.1 

15.6 

18  3 

16   Ovarian  cancer 

)45 

15  3 

13.6 

17.0 

21.4 

104 

11.6 

9.6 

5  Non-Hodgkin's  lymphoma 

338 

14  1 

12.6 

15.7 

15.4 

14  2 

15.2 

10  8 

19   Cervix  uteri  cancer 

333 

10.0 

88 

115 

8.2 

12.5 

14  3 

10.3 

14   Pancreas  cancer 

3  1 9 

8.3 

7.2 

9.5 

8.8 

12.7     ' 

9.0 

6.1 

6   Bladder  cancer 

208 

8  1 

7.0 

94 

106 

82 

6.0 

5.1 

***  Rate  is  significantly  higher  than  all  other  ethnicities  of  same  sex 

**  Rate  is  significantly  higher  than  next  highest  ethnicities  of  same  sex 

*  Rate  is  significantly  higher  another  ethnicity  of  same  sex 

No.  of  cases  is  5-year  new  case  count,  1995-1999. 

Rates  are  annual  average  age  ad|usted  rates  per  100,000  population,  adjusted  to  US  standard  2000  population 


Source:  NCCC,  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area.  1988-1999.  December,  2001 


Non-Communicable  Disease 


Cancer— continued 
There  .ire  important  differences  by  sex  and  ethnicity  in  cancer  incidence  and  mortality,  both  overall  and  for  spe<  it 
African  Americans  had  the  highest  overall  incidence  among  men,  and  whites  among  women  (due  largely  to  higher  breast  i 
incidence).  But  mortality  rates  overall  were  significantly  higher  tor  African  American  men  and  women  than  tor  the  other 
ethnicities,  with  whites  second  highest. 

From  1995  through  1999,  the  top  5  causes  of  cancer  incidence  and  mortality  tor  both  men  and  women  stayed  the  same  a' 
been  in  last  year's  report,  covering  199}  through  1997.  Over  that  period  Kaposi's  sarcoma  dropped  from  the  }d  to  the  5' 
foi  incidence  in  males,  and  prostate  cancer  mortality  dropped  from  2d  to  the  W  Leading  cause  ot  cancer  mortality  among 
l-oi  women,  the  causes  and  ranks  remained  unchanged  tor  both  incidence  and  mortality.  Note  however  that  rates   shown 
cannot  be  compared  with  earlier  reports,  because  ot  the  use  ot  a  new  standard  tor  aye  adjustment  (see  Technical  Notes). 
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Leading  Causes  of  Cancer  Mortality  by  Sex  and  Ethnicity,  San  Francisco 
1995-1999 


SF 

No.  of 

SF 

95%  Conf.  Intvl 

Ethnicity-Specific  Rates 

Rank 

Site 

Deaths 

Rate 

LCI 

UCI 

White 

Afr.-Amer. 

Latino 

Asian/P.I. 

Males 

All  cancers 

4,081 

221.2 

214.4 

228.2 

244.3    * 

372.0   * 

161.0 

171.1 

1 

Lung  cancer 

1,093 

59.0 

55.5 

62.6 

61.5    * 

108.8   * 

36.7 

48.7 

2 

Colorectal  cancer 

437 

24.3 

22.1 

26.8 

28.2     • 

35.2 

14.8 

4 

Ptostate  cancer 

(99 

23.4 

21  1 

25.8 

27.7    • 

61.6   ' 

17.3 

1 0  □ 

7 

Liver  cancer 

24  8 

124 

10.9 

14.1 

80 

18.6 

12.3 

17.7   ' 

6 

Non-Hodgkin's  lymphoma 

2119 

1 0  8 

9.4 

12.4 

14.7     * 

7.8 

8  6 

6    ; 

5 

Pancreas  cancer 

183 

9.8 

8.4 

114 

11.1     - 

15.3 

11  1 

6  5 

8 

Stomach  cancer 

178 

9.8 

8.4 

11.4 

7.1 

19.9 

12.8 

10  6 

9 

Leukemia 

1 57 

8.6 

7  3 

12.9 

11.4     * 

13.7 

4.1 

5.6 

1  1 

Esophageal  cancer 

120 

6.4 

5.3 

7.7 

7.3 

13.0 

52 

12 

Brain  &  N.S.  cancer 
Females 

97 

4.9 

4.0 

6.1 

6.0 

5.5 

s.g 

3  3 

All  cancers 

3,565 

138.9 

134.2 

143.7 

165.9    * 

199.5   * 

93.7 

102.2 

l 

Lung  cancer 

792 

30 .7 

28.6 

33.0 

38.9 

48.1 

14.0 

21.8 

3 

Breast  cancer 

525 

21  r 

19.8 

23.7 

28.6 

36.2 

13.6 

11.1 

2 

Colorectal  cancer 

421 

is  i 

139 

17.0 

17.0    - 

19.3 

5.6 

15  1 

5 

Pancreas  cancer 

202 

7  5 

6.5 

8.7 

8.6 

12.6 

5.6 

5  0 

10 

Ovarian  cancer 

1  76 

7.3 

6.2 

8.5 

10.2 

6.5 

2.  8 

6 

Non-Hodgkin's  lymphoma 

145 

5.4 

4.5 

64 

6.3 

5  ' 

52 

3  2 

g 

Leukemia 

i  j  i 

5  2 

4.4 

6.3 

7.4 

6.6 

3  7 

-4 

8 

Stomach  cancer 

12  1 

4.6 

2  3 

5.5 

3.4 

4.8 

6  0 

5.2 

7 

Liver  cancer 

85 

3.4 

2.7 

4.3 

1.6 

3.7 

3  6 

5.7 

18 

Corpus  uteri  cancer 

85 

3.3 

2.6 

4  1 

3.8 

6.5 

1.9 

1.9 

"*  Rate  is  significantly  higher  than  all  other  ethnicities  of  same  sex 

**  Rate  is  significantly  higher  than  next  highest  ethnicities  of  same  sex 

*  Rate  is  significantly  higher  than  another  ethnicity  of  same  sex 

No.  of  deaths  is  5-year  death  count,  1995-1999. 

Rates  are  annual  average  age  adjusted  death  rates  per  100.000  population,  adjusted  to  US  standard  2000  population 


Source:  NCCC,  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area.  1988-1999.  December,  2001 


Non-Communicable  Disease 


Prevalence  of  San  Franciscans  Ever  Told  by  a  Doctor 
They  Had  Asthma,  California  2000 


CA  - 

Male  ~ 

Female  — 

ETHNICITY  ~ 

White  - 

Asian/Other  — 

Hispanic  — 

Black  - 

INCOME  - 

<$15K  - 

S15-25K  - 

S25-35K  - 

S35-50K  - 

$50K+  - 

EDUCATION  - 

<  High  school  ~ 

High  school/GED  ~ 

Some  post-H.  S.  ~ 

College  graduate  ~ 

AGE  " 

18-24  " 

25-34   - 

3544   - 

45-54  - 

55-64  - 

65+   - 

I                I                 I                I                I 

Percent  of  Population 


ASTHMA 

Asthma  ranked  9'1'  among 

contributors  to  overall  burden  of 

disease,  in  I W8  DALYs. 

Nationally,  prevalence  ot  asthma  has 

been  reported  to  have  increased 

significantly  during  the  past  decade. 

Prevalence  rare  estimates  tor 

California,  shown  in  this  figure,  were 

about  1  1.5%  overall  in  2000.  It 

indicates  highest  prevalence  among 

whites  and  blacks,  about  twice  that  ot 

the  lowest  group,  Hispanics. 

Asthma  hospitalization  rates  tor  both 

the  dry  and  the  state,  however,  show 

something  different.  African 

Americans  had  the  highest 

hospitalization  rates  (1995-1997:  rate 

of  664  per  100,000  tor  children 

under  14,  and  4M  tor  all  au'es),  and 

Hispanics  were  next  highest  tor  (rate 

ot  351;  see  last  year's  Overview). 

Asthma  hospitalizations  are 

considered  one  ot  the  "ambulatory 

care  sensitive"  diagnosis,  meaning 

causes  ,  >t  hospitalizations  that  are  in 

significant  part  preventable  with 

better  access  to  and  use  ot  primary 

care.  Long-term  environmental 

interventions,  along  with  medical 

management,  can  significantly  reduce 

the  burden  ot  asthma. 


Source:  BRFSS 


Communicable  Disease 


AIDS  Cases  by  Transmission  Category,  Gender,  Ethnicity, 
and  Year  of  Diagnosis,  San  Francisco,  1990-2001 


Number  of  Cases 

1997-2000  Change 

1 990 

1993 

1997 

2000 

200V 

No 

% 

Transmission  Category 

MSM 

1 846 

1 790 

640 

(•til 

253 

-300 

47% 

IDU 

123 

123 

94 

66 

-29 

jr 

MSM  IDU 

305 

2gg 

104 

75 

56 

-29 

28% 

Lesbian  IDU 

4 

7 

3 

2 

I 

-1 

Hemophiliac 

2 

2 

0 

0 

0 

0 

Heterosexuals 

26 

17 

23 

28 

13 

5 

22% 

Transfusion 

13 

17 

3 

3 

0 

0 

Other 

!  1 

39 

15 

12 

18 

-3 

Pediatric  (0-12) 

4 

4 

3 

1 

0 

-2 

-67% 

Gender 

Male 

2267 

2248 

831 

485 

360 

-346 

^12% 

Female 

67 

1 1 16 

mi 

61 

35 

1 

2 

Transgender 

23 

12 

12 

-11 

48 

Ethnicity 

White 

1  766 

1689 

588 

325 

232 

-263 

-45°/( 

African  Am. 

261 

321 

1 68 

110 

94 

-58 

-35% 

Latino 

223 

338 

120 

93 

54 

-27 

2  V  ! 

Asian/PI 

69 

71 

34 

25 

23 

-9 

-26% 

Native  Am 

15 

23 

4 

5 

4 

1 

Total 

2334 

2354 

914 

558 

407 

-356 

-39% 

*  Cases  reported  may  not  be  complete  in  later  years 

For  this  reason,  changes  calculated  for  year  2000  rather  than  2001 
"  Percent  change  not  reported  for  <20  cases 

source  Quarterly  AIDS  Surveillance  Report.  AIDS  Cases  Reported  Through  December  2001 
SFDPH,  Jan  2002 


HIV/AIDS 
AIDS  deaths  and  newly  diagnosed  cases 
continue  to  decline  from  the  early  1990s, 
continuing  the  benefit  from  combination  therapy 
on  survival.  However,  the  drop  in  cases  has  leveled 
off  in  recent  years.  Moreover,  sexual  risk  behavior, 
STDs  and  HIV  incidence  have  been  increasing  in 
men  having  sex  with  men  (MSM).  Data  on 
intravenous  drug  user  and  heterosexuals  indicate 
stable  to  slightly  declining  HIV  transmission. 

Increases  in  survival  occurred  among  all  groups 
with  AIDS,  but  median  survival  was  somewhat 
greater  among  Latinos  than  other  ethnicities,  men 
than  women,  and  non-injection  drug  users. 
(IDUs).  Worse  survival  among  IDUs  may  reflect 
incteased  mortality  from  other  causes  as  well  as 
less  use  ot  antiretroviral  therapy. 


Deaths,  New  Cases,  and  Numbers  Living  with  AIDS, 
San  Francisco,  1980-2001 
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Deaths 

New  cases 

„  - 

Living  with  AIDS 
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Median  Months  of  HIV  Survival  after  AIDS  illness 

diagnosis  by  risk,  gender,  race/ethncicity, 

and  Year  of  Diagnosis,  San  Francisco,  1987-1998 

Years 
1987-89  1990-94  1 


No.  of  Cases 

5,042 

8,359 

3.045 

Risk  Category 

MSM 

I9 

17 

63 

IDU 

15 

16 

37 

MSM  +  IDU 

17 

16 

4? 

Other 

15 

16 

56 

Gender 

Male 

19 

17 

59 

Female 

In 

18 

56 

Ethnicity 

White 

19 

17 

62 

African  Am. 

15 

16 

4  2 

Latino 

18 

'2 

65 

Other 

18 

19 

53 

Total 

19 

17 

59 

source:  HIV/AIDS  Epidemiology  Annual  Report.  2000    (Nov.  2001) 


:    SFDPH,  •"Quarterly  AIDS  Surveillance  Report.  AIDS  Cases  Reported  Through  December  2001."  (Jan  2002  i 
jurce  HIV  klDS  Epidemiology  Annual  Report,  2000.  (Nov  2001),  p   1" 


Communicable  Disease 


HIV/AIDS-continued 

Highly  Active  Anti-Retroviral 

Therapy  (HAART)  use  increased 

survival  tor  all  groups,  but  "was 

more  common  among  MSM  and 

heterosexuals  with  AIDS  than 

among  heterosexual  and 

homosexual  injection  drug  users." 


HAART  Use  Among  Persons  with  AIDS 
San  Francisco,  December  2000 


RISK  CATEGORY   - 

MSM 

IDU 

MSM  &  IDU 

Heterosexual 

GENDER 

Male 

Female 

Transgender 

ETHNICITY 

White 

Afr-Amer 

Latino 

Asian/PI 

Native  Amer 


20  40  60  80 

Percent  Receiving  HAART 


1  oo 


Source:  HIV/AIDS  Epidemiology  Annual  Report,  2000.  (Nov.  2001).,  p.  21 


Communicable  Disease 


Sexually  Transmitted  Diseases  among  San  Francisco  Residents,  1998-2001 


Number  of  Cases 

Change, 

Rates* 

Change, 

Disease 

1998 

1999 

2000 

2001 

2000-2001 

1998 

1999 

2000 

2001 

2000-2001 

Gonorrhea:  All  groups 

1,843 

1,608 

2,163 

2,039 

-6% 

2405 

208.4 

278  9 

2625 

-6% 

White 

688 

553 

810 

842 

4% 

203.2 

163.3 

245.2 

248.5 

V', 

Asian 

57 

M 

91 

106 

16% 

235 

25.8 

392 

420 

7'", 

Hispanic 

1 79 

192 

282 

211 

-25% 

166.1 

176.8 

283.0 

192.7 

-32% 

African  American 

hi)'-, 

568 

',(,'i 

52 1 

-8% 

909.4 

8699 

8990 

813.2 

-10% 

Adolescents  (<20) 

244 

.">(■) 

231 

187 

-19% 

504.4 

5327 

483.8 

364.0 

-25% 

M.  rectal  gonorrhea 

158 

159 

201 

237 

18% 

407 

41.4 

51.2  not  avail 

Chlamydia 

2,601 

2,723 

3,113 

3,007 

-3% 

339.5 

353.0 

400.5 

387.1 

-3% 

Adolescents  (<20) 

883 

850 

968 

764 

-21% 

1825.5 

1768.7 

20273 

14872 

-27% 

Syphilis 

137 

132 

163 

300 

84% 

179 

17.1 

21.4  not  avail 

Early  syphilis 

41 

4-1 

72 

190 

164% 

5.4 

5  7 

9.1 

24.5 

169% 

Congenital  syphilis 

1 

1 

1 

1 

- 

- 

- 

- 

Rates  are  cases  per  100,000  population  per  year,  based  on  2000  census 

*  Note:  1998-2000  rates  differ  from  earlier  calculations,  because  they  were  re-calculated  based  on  new  census  data 

2001  figures  are  provisional  until  reslease  if  annual  report 

sources:  SFDPH.  "SF  Monthly  STD  Report,  Data  for  Dec.  2001  (Jan.  2002): 

San  Francisco  Sexually  Transmitted  Diseases  Annual  Summary.  2000  (Nov.  2001 ). 
web:  www.dph.sf  ca.us/sfcityclinic 


SEXUALLY  TRANSMITTED  DISEASE 
Increases  in  syphilis  and  rectal  gonorrhea  cases  seen 
from  '99  to  '00  continued  in  2001.  These  thought  to  be 
concentrated  among  MSM 

Gonorrhea  cases,  which  rose  sharply  in  2000,  stayed 
high  in  2001.  These  are  thought  to  he  concentrated 
among  both  MSM  and  also  among  young  heterosexual 
men  and  women  in  SE  part  of  city. 

Chlamydia  also  increased  over  the  previous  6  wars, 
thought  to  he  due  to  both  increased  screening 
(chlamydia  screening  of  sexually  active  women  aged  15- 
25  was  adopted  as  a  HEDIS  "quality  ot  care  indicator") 
and  also  increased  prevalence. 


Recent  STD  Cases  in  San  Francisco, 1998-2001 


adult  syphilis 

prim. &  sec.  syphilis 

early  syphilis 

—  rectal  gonorrhea 

'"-"'""/ 

y'   ..-"' 

I 

I 

1998 


1999 


2000 


2001 


)urce:  SFDPH  :  San  Francisco  Sexually  Transmitted  Diseases  Annual  Summary,  2000  (Nov.  2001):  "SF  Monthly  STD  Report,  Data  for  Dec.  2001"  (Jan.  2002; 


Communicable  Disease 


TUBERCULOSIS 

After  .1  decade  of  declining  numbers,  in  2001  there  was  a  slight  increase  in  cases,  to  182— still  the  second  lowest 

number  of  cases  (atter  2000)  in  the  past  20  years.   Our  rate  (23.4  per  100,000)  is  still  4  times  the  national  average 

(5.8  m  2000).  Three-quarters  of  new  cases  continue  to  occur  among  the  foreign-born  (90%  of  which  have 

immigrated  from  China,  the  Philippines,  and  Southeast  Asia).  The  increase  in  2001  was  largely  clue  to  an  increase 

from  51  to  46  in  the  number  of  native-horn  cases. 

The  average  age  of  new  cases  has  been  increasing;  61%  of  new  cases  in  2001  were  older  than  44.  Rates  are 

highest  among  Asians,  have  been  declining  among  Hispanics  and  whites,  but  jumped  tor  African  Americans  from 

2000  to  2001. 

The  number  of  cases  co-intected  with  HIV  continued  to  decline,  to  1  3  cases  (7"..)  in  2001 .  The  proportion  of 

reported  drug  users  also  has  fallen  over  the  past  7  years,  to  1  5%  overall  (including  alcohol)  in  2001  (4""  injecting 

drugs).  One  in  eight  cases  (1  3%)  reports  being  homeless. 
Resistance  to  at  least  one  drug  increased  in  2001,  to  22'\>.  Four  cases  (2".>)  showed  multi-drug  resistance;  none  of 

these  acquired  drug  resistance  in  this  country. 


Tuberculosis  Cases  in  San  Francisco, 1980-2001 


u 


o 
o   - 

ALL  CASES 

o 
o   - 

HIV+ 
—    foreign  born 
—     US  born 

o 

o    -\ 
en 

\       \/s^  ^^^ 

o 
o  - 

CM 

\y 

o 
o   - 

S\ 

X_ 

-  v 

o   - 

I 

I                       I 

i 

i 

1980 


1985  1990  1995 

Year  of  Diagnosis 


2000 


Source:  San  Francisco  Department  of  Public  Health 


Communicable  Disease 


HEPATITIS  C 

Hepatitis  C  virus  (HCV)  is  infectious, 
remains  silent  (without  symptoms)  tor 
years,  and  has  high  incidence  in  the 
population.  It  can  cause  long-term 
disability  through  liver  disease. 
Many  of  the  risk  factor  tor  HCV  are  the 
same  as  those  for  HIV  transmission.  This 
table  provides  updated  prevalence 
estimates  for  San  Francisco  by  risk  group. 


Hepatitis  C  Prevalence  Estimates  by  Risk  Group,  San  Francisco  2001 


Estimated  P 

revalence 

Risk  group 

Risk  group 

SF  Preval 

ence 

Risk  qroup 

Low 

Hiqh 

prevalence 

number 

Low 

Hiqh 

qeneral  population 

0015 

0023 

794.342 

11,915 

18,270 

IDU 

072 

086 

18,672 

13,444 

16,058 

STD  history 

0.01 

0.10 

0.17 

135,038 

1,350 

13,504 

abnormal  ALT 

0.10 

0.18 

0.05 

39,717 

3,972 

7.149 

multiple  sex  partners 

2-9  sex  partners 

0.01 

0.02 

0.52 

333,421 

3.334 

6,668 

10-49  sex  part. 

003 

0.03 

0.22 

141.063 

4,232 

4,232 

50+  sex  part. 

0.06 

0.16 

0.04 

25,648 

1,539 

4.104 

Pre-1990  transfusion 

0.05 

0.09 

0.06 

47,661 

2,383 

4,289 

MSM 

0.02 

0.18 

0 

67,632 

1,353 

12.174 

Health  care  workers 

0.01 

0.02 

0.09 

71,491 

715 

1.430 

Others 

53,264 

236 

755 

ource:  NCCC.  Cancer  Incidence  &  Mortality  in  the  SF  Bay  Area.  1988-1999.  December.  2001 


Mental  Health 


Public  Health  Mental  Health  Clients, 
San  Francisco,  1994-95  through  2000-01 


__    Mental  health  clients 

(rate/100,000) 
.  _    Emergency  MH  clients, 

(rate/100.000) 
-  -  -    Emergency  MH  clients  (number) 

MENTAL  ILLNESS 

Wo  still  lack  good  local 

estimates  of  the  prevalence  ot 

mental  health  disorders  in  San 

Francisco.  Estimates  tor  the  whole 

U.S.  population  over  age  18  are 

that  in  a  given  year,  about  22% 

have  a  diagnosable  mental 

disorder,  including  9.5%  with  a 

depressive  disorder  (5%  having  a 

major  episode  in  any  year),  bipolar 

disorder  and  schizophrenia  each 

occurring  in  slightly  over  1%,  and 

about  1  3%  with  an  anxiety 

disorder.*     A  large  but  unknown 

proportion  ot   people  with  mental 

disorders  do  not  get  timely 

treatment;  many  lack  access  to  or 

do  not  seek  treatment. 


Suicides  by  Ethnicity, 
San  Francisco, 1997-2000 
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□ 
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Treatment  is  available  through 

SFDFH  tor  many  of  those  with  the 

most  serious  needs  tor  treatment. 

Data  tor  this  part  ot  the 

population  shows  that  while  the 

number  and  rate  of  clients  served 

by  DPH  went  up  between  1994 

and  2001,  there  was  a  decrease  in 

the  number  ot  clients  who  had  a 

crisis  episode.   San  Francisco  otters 

three  psychiatric  emergency 

services—  San  Francisco  General 

Hospital,  Westside  Crisis  Clinic 

and  Mobile  Crisis  Treatment 

Unit..  Preventing  crisis  episodes 

has  been  one  ot  Community 

Mental  Health's  primary  goals. 

These  data  may  reflect  an 

increased  focus  on  more  intensive 

outpatient  and  case  management 

sen  ices,  to  allow  clients  to  get  the 

treatment  they  need  before  a  crisis 

occurs. 


"Source:  NIMH,  "The  Numbers  Count:  Mental  Disorders  in  America",  pub  no.  01-4584,  Jan.  2001. 
Source:  SFDPH,  CMHS 
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Maternal  and  Child  Health 


Low  Birthweight  by  Mother's  Ethnicity, 
San  Francisco,  2000 


LOW  BIRTH  WEIGHT 

Low  birth  weight  (birth  weight 
less  than  2500  grams) 
increases  infants'  risk  of  infant 
mortality  and  other  health 
problems,  and  very  low  birth 
weight  (birth  weight  less  than 
1500  grams)  increases  these 
risks  even  more.   In  San 
Francisco,  the  highest  rates  of 
low  and  very  low  birth  weight 
babies  are  born  to  African 
American  women,  although 
this  declined  somewhat  in 
2000,  from  over  15%  in  1999. 

INFANT  MORTALITY 

Infant  mortality  is  widely 
considered  to  be  a  core 
indicator  of  a  community's 
health  status.  The  overall 
infant  mortality  rate  tor  San 
Francisco  is  lower  than  that 
for  California  as  a  whole. 
Small  numbers  of  deaths 
makes  comparing  rates  by 
ethnicity  inherently  unreliable, 
even  tor  several  years  of  data. 
However,  the  data  tor  San 
Francisco  do  show  that 
African  American  infant 
mortality  continues  to  be 
elevated  compared  to  other 
groups,  comparably  to  ethnic- 
specific  infant  mortality 
differences  tor  the  state. 


White 


Filipino 

Other  Asian/P.I. 

2+  races 


Percent  Low  Birthweight 


San  Francisco  and  California,  1996,1997  and  1999 
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iurce:  PHIS  birth  file  (2000) 

lurce:  Ca  County  Health  Profiles,  2002  FROM  STATE  LINKED  BIRTH-DEATH  COHORT  FILES.  1996.  1997.  1999) 
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Technical  Notes 


General  Notes  on  Data 

Variability  and  uncertainty  in  data 

All  measures  of  events  occurring  in  populations  are  subject  to  a  variety  of  sources  of  uncertainty,  including  random 
variability.  This  means  there  is  a  certain  unsystematic  variability  inherent  in  whether  an  event  (like  a  death)  occurs  at  a 
specific  time.  This  variability  is  inversely  related  to  the  number  of  events,  so  it  is  greater  for  very  few  events,  and 
relatively  much  less  when  many  events  are  involved.  Therefore  rates  based  on  very  few  events  are  considered 
unstable  and  unreliable,  and  are  typically  not  reported.  In  general,  in  this  report  we  do  not  show  rates  calculated  for 
less  than  5  events. 
Confidence  intervals 

Confidence  intervals  are  a  way  to  quantify  the  reliability  of  rates  and  other  measures.  The  95%  confidence  interval  is 
the  interval  within  which  we  expect  that,  if  the  procedure  producing  our  measure  were  repeated  exactly  the  same  way 
1 00  times,  the  "true"  underlying  population  rate  would  be  expected  to  occur  in  the  confidence  intervals  of  95  of  those 
sets  of  data— and  outside  it  in  the  other  5.  Rates  that  are  compared  can  be  considered  significantly  different  if  their 
confidence  intervals  do  not  overlap. 

Many  reports,  including  those  of  state  and  federal  agencies,  also  use  standard  error  or  relative  standard  error 
as  a  guide  to  reliability,  not  reporting  rates  or  percents  with  a  relative  standard  error  greater  or  equal  to  23%,  or  where 
the  standard  error  is  indeterminate  because  there  are  zero  events.  "NIC"  and/or  missing  bars  of  data  on  graphs  indicate 
that  rates  or  prevalence  figures  were  not  calculated  because  there  were  insufficient  data  to  do  so  reliably  for  that 
category. 
Rates 

Rates  are  expressions  of  how  many  events  (such  as  death  or  disease)  occur  per  unit  of  population  size  in  a  given  time 
period.  Because  rates  standardize  the  size  of  the  populations  being  compared  and  the  time  frame  of  the  comparison, 
they  are  preferable  to  raw  numbers  for  comparing  the  degree  of  mortality  or  illness  in  a  population  over  time  or  across 
populations. 

For  example,  consider  two  populations.  Population  A  has  100  deaths  in  a  year  among  100,000  people,  and 
population  B  has  200  deaths  among  500,000  people.  By  numbers  of  deaths,  B  has  twice  as  many  deaths  (200  to  100). 
but  by  rates,  mortality  in  B  is  only  40%  as  high  as  in  A  (rates  are,  for  B,  200/500,000=40  deaths  per  100,000 
population;  for  A:  100  deaths/1 00,000=1 00  deaths  per  100,000).  Rates  also  allow  us  to  compare  chances  of  events  in 
different  populations,  and  say  that  someone  in  A  has  2.5  times  the  chance  of  dying  as  someone  in  B  (100/40  deaths 
per  100,000  in  A  compared  to  B). 
Age-adjusted  rates 

Rates  calculated  as  the  total  number  of  events  divided  by  the  total  population  are  called  crude  rates.  But  because  most 
health  rates  change  with  age  (after  the  first  year  of  life,  death  rates  generally  go  up  with  increasing  age),  we  also  have 
to  account  for  comparisons  of  populations  with  different  age  distributions.  (Intuitively,  we'd  expect  to  treat  fifty  deaths  in 
a  retirement  community  of  1000  people  in  a  year  differently  than  the  same  number  of  deaths  among  the  same  number 
of  children  in  an  elementary  school,  because  we  know  that  the  death  rates  of  very  old  people  are  normally  much 
greater  than  the  death  rates  of  children.)  Therefore  we  use  a  method  called  age-adjustment  to  "adjust  for"  differences 
in  both  the  size  and  age  distribution  of  populations;  the  resulting  age-adjusted  rates  are  synthetic  figures,  but  can  be 
used  to  compare  the  overall  degree  or  force  of  mortality  or  morbidity  across  populations  with  different  age  distributions 
and  sizes. 

Direct  age  adjustment  is  done  by  weighting  age-specific  rates  from  a  given  population  by  the  proportional  age 
distribution  of  a  standard  population,  and  summing  these  weighted  rates  across  the  age  groups. 

Age-adjusted  rates  can  only  be  compared  if  they  are  adjusted  to  the  same  population  standard.  The  most 
common  standard  used  in  recent  years  has  been  the  US  1940  standard  population,  which  has  now  (since  1999)  been 
replaced  by  the  US  2000  standard  population.  Because  the  US  population  has  gotten  older,  the  2000  standard  gives 
greater  weight  to  older  age  groups,  and  rates  adjusted  to  the  year  2000  standard  will  therefore  be  greater  than  those 
that  used  the  1940  standard.  The  difference  between  the  two  will  be  proportional  to  the  extent  that  mortality  among 
older  age  groups  is  greater  than  that  among  younger  ones. 

When  1997-1999  deaths  are  adjusted  to  the  old  and  new  standard  population,  the  results  are; 

San  Francisco:  1940  standard:  403.2;  2000  standard:  719.9 

California:  1940  standard:  415.0;  2000  standard:  791.5 

(Ca.  Dept.  Health  Services,  County  Health  Status  Profiles  2001,  p.  72) 

These  differences  in  death  rate  results  from  the  same  data  using  different  population  standards  illustrate  the 
importance  of  only  comparing  rates  adjusted  to  the  same  population  standard   Note  that  all  death  rates  cited  in  this 
2002  Overview  are  adjusted  to  the  US  2000  standard  population,  while  almost  none  in  earlier  years  were. 
Therefore  it  is  not  approporiate  to  compare  the  actual  death  rates  cited  here  to  those  from  earlier  years' 
Overviews. 
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Race/ethnicity 

Because  there  are  very  commonly  disparities  in  rates  or  other  measures  across  race/ethnicity  groups,  it  remains 
important  for  us  to  monitor  and  report  health-related  conditions  by  these  categories.  Race  and  ethnicity  are 
problematic  categories  from  a  "data  point  of  view":  because  we  cannot  really  tell  people,  or  say,  what  exactly  they 
really  refer  to.  But  we  need  to  use  them  because  they  show  us  about  real  differences  So,  data  collectors 
generally  try  to  let  people  self-select  their  own  categories.  Hopefully,  this  has  not  been  too  great  a  problem  as 
long  as  it  has  been  done  the  same  way  in  all  the  data  used. 

However,  the  2000  census  began  allowing  people  to  select  multiple  racial  categories,  and  other  federal  and  state 
data  sources,  including  vital  records,  will  do  the  same.  This  leads  to  many  practical  problems  in  data  analysis, 
including  how  to  code  and  report  people  listing  multiple  race/ethnicity  categories.  The  general  approach  has  been 
to  remove  them  from  individual  group  categories  and  report  them  separately,  as  "more  than  one  race".  This  has 
an  unknown  effect  on  the  continuity  of  data  for  race/ethnicity  populations  over  time,  since  in  the  past  all  those 
people  would  have  been  included  as  one  race/ethnicity  category  (including  "other")  or  another.  Practically,  this  is 
likely  to  decrease  the  size  of  almost  all  ethnicity  groups  somewhat,  compared  to  past  measures.  Since  these 
population  estimates  are  essential  for  calculating  rates,  proportions,  life  expectancies,  and  so  on,  this  change  will 
introduce  another  source  of  uncertainty  into  our  calculations  and  make  comparisons  over  time  more  difficult.  The 
informed  consumer  of  data  is  advised  to  be  aware  of  this,  and  that  data  analysts  are  still  working  on  the  best  ways 
to  cope  with  this  change. 

The  "more  than  one  race"  category  for  San  Francisco  in  the  2000  census  was  4.3%,  and  3%  for  the  non-Latino 
population. 

Race/ethnicity  as  used  here  is  generally  (unless  otherwise  specified)  a  combination  of  what  are  called  the 
"ethnicity"  question  (are  you  Hispanic/Latino  or  not?)  and  the  "race"  question  (are  you  white,  black,  Native 
American,  any  of  a  series  of  Asian/Pacific  nationalities,  etc.).  The  standard  way  to  uniquely  classify  all  individuals 
using  these  two  questions  is  to  assign  all  checking  Hispanic  ethnicity  to  that  category,  and  then  to  allocate 
everyone  else  according  to  their  selected  "race".  The  results  are  often  referred  to  as  race/ethnicity,  and  the 
categories  called  Hispanic/Latino,  white  non-Hispanic  (NH),  Asian  NH,  black  NH,  etc.  The  "NH"  suffix  is  then 
usually  dropped  for  simplicity. 
Mortality 

Data  sources.  Most  of  the  mortality  data  used  in  this  report  comes  from  the  state's  master  death  file,  which 
includes  cause  of  death  coding  done  by  the  state  Office  of  the  Registrar.  This  data  includes  deaths  to  San 
Francisco  residents,  regardless  of  where  they  occur,  plus  deaths  occurring  in  San  Francisco  to  people  whose 
place  of  residence  cannot  be  established  (thus  including  the  homeless). 

Measures  of  mortality.  The  two  main  mortality  measures  used  in  this  report  are  rates  and  years  of  life  lost. 
Rates  are  discussed  above  Years  of  life  lost  are  calculated  as  the  difference  between  the  age  at  death  and  the 
life  expectancy  for  a  person  of  that  age  This  life  expectancy  comes  from  a  standard  life  table  based  on  an  optimal 
population.  For  a  detailed  discussion  of  our  methods,  see  San  Francisco  Burden  of  Disease  and  Injury:  Mortality 
Analysis,  1990-1995  (December  1998)  on  our  website  at  www.dph.sf.ca.us 

Cause  of  death  coding.  Causes  of  death  through  1998  were  coded  in  categories  of  the  International 
Classification  of  Diseases,  9lh  Revision  (ICD-9).  Starting  in  1999,  deaths  have  been  coded  in  the  new  revision  of 
the  international  classification  system,  ICD-10.  The  new  system  differs  from  the  older  one  in  several  ways, 
including  having  many  more  cause  categories,  being  an  alphanumeric  rather  than  numeric  system,  and  having 
different  coding  rules  in  some  cases.  The  National  Center  for  Health  Statistics  has  established  several  different 
cause  of  death  groupings  for  ICD-1 0,  none  of  which  is  exactly  comparable  to  the  categories  used  for  reporting 
under  ICD-9  coding.  Therefore  causes  of  death  reported  from  1999  on  cannot  routinely  be  assumed  to  be  the 
same  as  those  reported  through  1998  (even  if  the  categories  have  the  same  name),  without  comparing  the  old 
codes  and  coding  rules  to  the  new  ones  to  see  if  they  are  indeed  comparable.  No  such  comparisons  of  data 
across  these  coding  systems  are  made  in  this  report  unless  the  equivalency  of  cause  categories  has  been 
established  (e.g.,  with  motor  vehicle  deaths). 

Notes  on  Overview  Data 

Who  We  Are 

The  California  Dept.  of  Finance  Demographics  Research  Unit  produces  official  state  population  estimates 
and  projections.  Their  latest  full  projection  series  (December  1998)  was  used  for  county  demographic  data 
reported  by  age,  sex  and  ethnicity,  and  for  calculating  population-based  rates.  These  estimates  have  still  been 
used  for  population-based  calculations  such  as  rates. 
Ethnicity  from  birth  records  refers  to  mother's  ethnicity. 
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Census  data  were  used  as  noted  where  available,  principally  for  demographic  information.  The  "more 
than  one  race"  part  of  the  population  are  not  included  in  the  ethnicity  counts  reported. 

Since  year  2000  socio-economic  information  has  not  yet  been  released  by  the  census,  for  those  we  relied 
on  the  Census  Bureau's  American  Community  Survey  (ACS),  a  series  of  surveys  done  in  selected  counties  in  the 
US  throughout  1999.  This  method,  intended  to  replace  the  census  long  form  by  2010,  is  to  be  implemented 
throughout  the  country  in  the  next  decade  to  collect  ongoing  socio-economic  information  which  will  be  made 
available  via  the  internet.  Since  it  is  a  survey,  data  reported  from  the  ACS  should  be  interpreted  cautiously,  as 
should  any  population  survey  data.  Next  year  we  expect  to  have  more  detailed  socio-economic  data  available 
from  the  census  itself. 

San  Francisco  Unified  School  District  includes  about  three-fourths  of  San  Francisco's  school  children, 
much  lower  than  the  statewide  proportion  of  about  90%  of  school  children  enrolled  in  public  schools. 

How  We  Live 

Economic  conditions  The  federal  poverty  threshold  was  developed  in  the  1960s,  to  estimate  minimum  income 
needed  for  subsistence,  based  on  housing  costs  of  30%  of  income.  It  is  adjusted  annually  for  inflation,  but  not 
regionally  for  local  differences  in  cost  of  living.  Thresholds  vary  by  household  size  and  composition.  They  are 
published  annually  by  the  Bureau  of  the  Census  and  used  for  statistical  compilations  of  poverty  rates.  The 
thresholds  differ  slightly  from  the  federal  poverty  guidelines,  published  annually  by  the  Dept.  of  Health  and  Human 
Services,  which  are  used  to  determine  eligibility  for  federal  means-tested  programs. 

Children  from  families  earning  up  to  185%  of  poverty  are  eligible  for  free  or  reduced  school  lunches. 
When  schools  pass  a  threshold  percent  of  their  students  who  are  eligible,  all  students  at  the  school  become 
eligible  for  free  or  reduced  lunches. 

The  California  Budget  Project  calculated  minimum  comfortable  cost-of-living  levels  by  region  for  families  with 
two  children  (one  pre-school  age)  and  either  two  working  parents,  two  parents  one  of  whom  works,  a  single 
parent  who  is  working,  or  a  single  adult. 
Substance  abuse.  Data  on  hospitalizations  are  from  the  Patient  Discharge  Data  files  of  the  Office  of  Statewide 
Health  Planning  and  Development  (OSHPD).  The  graph  shows  any  drug-and-alcohol-related  diagnoses.  (The  first 
diagnosis  is  the  principle  reason  for  the  hospital  admission.)  The  table  of  expanded  diagnoses  includes 
hospitalizations  with  any  diagnosis  (there  can  up  to  24  diagnoses  coded  per  hospitalization)  that  is  alcohol-or- 
drug-related.  Alcohol-or-drug-related  -diagnoses  are  directly  attributable  to  alcohol  or  drug  use,  and  do  not  include 
other  diagnoses  that  such  use  may  have  contributed  to  (e.g.,  alcohol  contributing  to  injury  from  a  fall).  The  state 
has  tracked  such  expanded  diagnoses  since  1997. 

Recent  local  estimates  have  not  been  developed  for  many  health  and  social  conditions.  Rather  than 
continue  to  report  ever-older  San  Francisco  data,  we  have  chosen  to  report  more  recent  California  data,  including 
Behavioral  Risk  Factor  Survey  (BRFSS)  information  on  smoking,  physical  inactivity,  overweight,  nutrition,  oral 
hygiene,  and  asthma  and  diabetes  prevalence.  The  reader  is  referred  to  last  year's  Overview  for  the  older  (but  still 
latest  available)  San  Francisco  estimates  for  some  of  these.  New  estimates  covering  all  of  these  areas  for  San 
Francisco  and  some  of  its  sub-populations  should  be  available  next  year  from  the  California  Health  Interview 
Survey. 

Unintentional  injuries.  Data  on  injuries  coming  from  the  San  Francisco  Office  of  Medical  Examiner  (ME)(deaths) 
and  California  Highway  Patrol  (motor  vehicle  collision  injuries)  generally  refer  to  deaths  or  injuries  that  occurred  in 
San  Francisco,  regardless  of  place  of  residence  of  the  injured  persons.  For  this  reason,  some  injury  mortality 
counts  shown  here  may  not  match  injury  death  data  from  state  data  files,  such  as  is  shown  in  parts  of  the  "Our 
Health"  section  or  in  other  reports. 

Access  to  health  care    Estimates  of  the  uninsured  for  SF  and  other  metropolitan  areas  are  derived  from  the 
Current  Population  Survey  (CPS)  and  other  national  surveys,  none  of  which  are  specifically  designed  to  produce 
such  local  area  estimates.  However,  in  the  absence  of  current  surveys  designed  to  make  such  estimates  for  San 
Francisco,  these  have  been  the  best  available  sources  for  data  to  estimate  the  local  level  of  access  to  health 
insurance.  Next  year  the  California  Health  Inventory  Survey  (CHIS)  is  expected  to  provide  more  reliable  local 
estimates  of  access  to  health  insurance,  as  well  as  numerous  other  health-related  issues  for  which  timely  local 
data  have  not  been  available. 

Immunization  coverage  data  come  from  retrospective  studies  in  sampled  kindergartens.  Therefore  1999 
data  are  for  children  who  started  school  in  September  1998,  were  born  in  1993-1994,  and  turned  two  in  1995- 
1996,  while  1996  data  refer  to  immunization  status  of  children  who  turned  two  in  1992-1993. 
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Our  Health 

Mortality  reported  in  this  section  is  from  state  health  files,  for  San  Francisco  residents,  unless  otherwise 
noted. 

Burden  of  disease  DALYs  are  calculated  by  applying  established  rates  of  disabilities  or  ratios  of  years  lived  with 
disability  (YLDs)  to  years  of  life  lost  (YLLs)  to  San  Francisco  mortality  data.  These  YLD  rates  and  ratios  were 
constructed  by  the  WHO  Global  Burden  of  Disease  and  Injury  project,  using  data  from  established  market 
economy  societies,  in  a  complex  process  (see  CJL  Murray  and  AL  Lopez,  ed.  The  Global  Burden  of  Disease:  A 
Comprehensive  Assessment  of  Mortality  and  Disability  from  Diseases.  Injuries,  and  Risk  Factors  in  1990  and 
Projected  to  2020,  Volume  1  of  The  Global  Burden  of  Disease  Series.  Harvard  School  of  Public  Health  on  Behalf 
of  World  Health  Organization  and  the  World  Bank,  Boston,  1996). 

DALY  "years"  shown  here  have  been  adjusted  by  discounting  and  age-weighting,  and  so  are  not 
comparable  to  the  unadjusted  years  of  life  lost  reported  by  ethnicity,  or  to  unadjusted  YLLs  in  other  Department  of 
Public  Health  reports,  including  prior  years'  Overviews. 

Because  YLLs  are  not  adjusted  for  differences  in  the  size  and  age  structure  of  the  different  ethnic 
populations,  numbers  of  YLLs  cannot  be  directly  compared  across  these  groups. 

All  mortality  data  from  1999  on  are  coded  using  the  new  ICD-10  classification  and  groupings,  with  rates 
age-adjusted  to  the  year  2000  standard.  Because  "Major  Causes"  reported  in  prior  years  of  Overviews  were 
based  on  ICD-9  coding  and  the  1940  age  standard,  this  year's  rates  in  this  table  cannot  be  compared  to  those 
from  prior  years  (see  discussion  under  Mortality  above). 

Non-communicable  disease.  New  estimates  for  prevalence  for  heart  disease,  diabetes,  and  hypertension 
should  be  available  next  year  from  the  California  Health  Interview  Survey. 

Cancer  incidence  and  mortality  data  come  from  Surveillance,  Epidemiology  and  End  Results  (SEER) 
system,  an  active  surveillance  system  which  identifies  cases  and  then  follows  them  over  time. 
Communicable  disease    AIDS  deaths  shown  in  the  graph  are  deaths  to  persons  identified  as  having  AIDS  in 
the  SFDPH  AIDS  Surveillance  System.  Since  this  system  identifies  people  who  are  in  San  Francisco  at  the  time 
of  their  diagnosis  with  AIDS,  numbers  of  deaths  from  this  source  will  differ  somewhat  from  the  state  master  file, 
which  includes  only  people  identified  as  San  Francisco  residents  at  the  time  of  death. 

The  risk  groups  shown  in  the  table  of  estimates  of  hepatitis  C  prevalence  include  categories  whose 
members  may  overlap.  Therefore  the  prevalence  estimates  by  risk  group  cannot  be  summed  to  produce  an 
overall  prevalence  estimate  without  multiple-counting  cases  of  people  who  fall  into  more  than  one  risk  category. 
Hepatitis  C  incidence  is  reported  for  the  first  time  in  the  state's  County  Health  Status  Profiles  2001.  but  the  data 
reported  there  (and  for  2002)  for  hepatitis  C  for  San  Francisco  are  not  valid,  because  they  are  based  on  very 
incomplete  reporting. 


A  copy  of  this  report  can  be  downloaded  from  the  San  Francisco  Department  of  Public  Health's  web  page  at: 
http//:www  dph.sf.ca.us 
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Message  from 
the  Director 


I  am  pleased  to  present  the  Annual 
Report  for  the  City  and  County  of  San 
Francisco  Department  of  Public  Health 
for  fiscal  year  2002-2003.  This  year's 
report  is  formatted  differently  than  in 
previous  years. 
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We  have  taken  the  information  that  was  historically  presented  in  three  separate 

publications  -  the  Annual  Report,  the  Strategic  Planning  Update,  and  the  State  of  the 

City  Public  Health  Address  -  and  consolidated  it  into  one  comprehensive  report. 

We  have  done  this  because  we  believe  that  the 

Strategic  Plan  three  documents  represent  an  important  circle  of 

\  planning  and  accountability,  whereby  our 

Data  J  strategic  plan  is  guided  by  health  status  data  and 

on  Health  J  the  health  status  data  is  the  ultimate  evaluation 

/  of  our  outcomes,  and  the  most  important  input 

*  for  updates  of  our  strategic  plan. 

Outcomes 

The  Department's  challenge  during  the  last  fiscal  year  was  to  do  more  with  less.  Fiscal 
crises  at  the  local,  State  and  federal  levels,  increases  in  the  costs  of  providing  standard 
of  care  within  the  Community  Health  Network  due  to  new  medications  and  procedures 
becoming  available,  inflation  in  the  cost  of  providing  care  and  treatment,  and  increased 
demand  for  our  services,  have  all  required  us  to  look  at  more  creative  ways  to  fund  and 
operate  our  programs.  I  am  very  proud  of  our  staff's  efforts  to  accomplish  this  daunting 
task. 

Although  the  City  General  Fund  contribution  to  the  Department's  budget  decreased  by 
$16  million  between  Fiscal  Years  2001-2002  and  2002-2003,  the  Department's  total 
budget  increased  by  $62  million.  This  increase  -  which  allowed  the  continuation  of  vital 
services  -  was  possible  because  the  Department  successfully  competed  for  grants 
resulting  in  a  $14  million  increase  in  grant  revenues.   In  addition,  efficiencies  in  billing 
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third-party  payers  resulted  in  increased  Medi-Cal  and  private  insurance  payments. 
Further,  our  Office  of  Policy  and  Planning  worked  with  the  Mayor's  Office,  the  California 
Association  of  Public  Hospitals  and  Assemblyman  Dario  Frommer  to  pass  legislation  at 
the  State  to  establish  the  Medicaid  Hospital  Outpatient  Supplemental  Reimbursement 
Program,  which  allows  San  Francisco  General  Hospital  (SFGH)  to  draw  down  additional 
federal  Medicaid  dollars  to  help  meet  the  unreimbursed  cost  of  providing  outpatient 
services  to  Medi-Cal  beneficiaries.  The  Department  expects  to  receive  approximately 
$1.5  million  annually  from  this  program  to  help  address  the  budget  shortfalls  that  are 
expected  to  continue  for  the  foreseeable  future. 

Besides  finding  ways  to  increase  our  grants  and  revenue  budgets  we  also  developed 
creative  and  cost-effective  ways  to  expand  and  enhance  programs  and  services  for  San 
Francisco  residents.   For  example,  the  Patient  Flow  Pilot  Project  at  SFGH  focuses  on  the 
timely  transition  of  acute  psychiatric  patients  to  the  next  appropriate  level  of  care.  This 
ensures  that  psychiatric  patients  receive  the  care  they  need  in  the  least  restrictive 
setting  possible  and  also  reduces  the  number  of  acute  days  at  SFGH  that  are  decertified 
by  Medi-Cal  because  the  patient  no  longer  needs  this  high  level  of  care.  We  also  are 
using  technology  wherever  possible  to  do  more  with  less.   For  example,  the  Public 
Health  Laboratory  in  collaboration  with  the  Department's  Sexually  Transmitted  Disease 
(STD)  Control  Unit,  installed  a  new  machine  that  allows  the  laboratory  to  process  more 
tests  for  STD  infections  without  increasing  staff. 

With  a  large  community  focus  on  homeless  issues,  the  Department  implemented  several 
new  initiatives  aimed  at  serving  this  vulnerable  population.  Among  the  Department's 
most  successful  and  innovative  programs  is  the  Direct  Access  to  Housing  (DAH) 
program.   In  Fiscal  Year  2002-2003,  the  Department's  Office  of  Housing  and  Urban 
Health  (HUH)  moved  107  formerly  homeless  San  Franciscans  into  permanent,  supported 
housing  at  the  Camelot  and  Star  Hotels.  The  addition  of  these  two  new  DAH  hotels 
brings  the  total  number  of  facilities  to  six  and  the  total  number  of  units  to  393. 

To  further  address  the  needs  of  the  homeless  population,  the  Department  established  a 
new  program  to  serve  homeless  public  inebriates.  The  McMillan  Drop-In  Center,  a 
collaboration  of  the  Department's  Tom  Waddell  Health  Center  and  Chemical  Awareness 
Treatment  Services,  provides  a  place  for  homeless  public  inebriates  to  sober  up  safely. 
Once  sober,  clients  have  access  to  medical,  behavioral  health,  housing,  and  case 
management  services  to  assist  in  their  recovery.   In  addition,  because  public  inebriates 
place  a  considerable  burden  on  the  emergency  health  care  system,  we  expect  that  this 
new  program  will  reduce  inappropriate  ambulance  trips  and  emergency  room  visits. 
This  program  was  funded  by  contributions  from  private  nonprofit  hospitals  in  San 
Francisco,  and  by  assuming  that  the  facility  will  decrease  the  expense  of  caring  for  this 
population  in  the  SFGH  Emergency  Department. 

In  addition  to  addressing  the  significant  issues  of  budget  cutbacks  and  homelessness, 
the  Department  maintained  its  core  public  health  responsibilities  and  was  able  to  rapidly 
respond  to  emerging  public  health  threats  that  surfaced  in  fiscal  year  2002-03,  including 
smallpox,  SARS  and  syphilis.  To  improve  our  capability  to  respond  to  a  large-state 
health  emergency  the  Department  held  a  practice  drill  in  June.   Over  700  volunteers  and 
200  DPH  staff  volunteers  participated  in  the  mock  inoculation  drill  making  it  the  largest 
bioterrorism  exercise  conducted  to  date  in  the  United  States. 
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The  SARS  (Severe  Acute  Respiratory  Syndrome)  epidemic  surfaced  in  early  2003. 
Though  there  were  no  SARS  cases  in  San  Francisco,  the  Communicable  Disease  Control 
Unit  acted  quickly  to  ensure  that  San  Francisco  clinicians,  hospitals,  ambulatory  care 
settings  and  the  general  public  were  provided  with  education  and  outreach  about  the 
disease.  A  SARS  web  page  was  created  as  part  of  the  Department's  Internet  site.  Fact 
sheets  on  SARS  were  created  for  the  general  public  and  were  available  in  English, 
Chinese,  Vietnamese,  Spanish  and  Tagalog.  Communicable  Disease  Control  Unit  staff 
made  presentations  on  SARS  at  the  University  of  California,  San  Francisco,  at  San 
Francisco  General  Hospital,  and  at  the  San  Francisco  Clinic  Consortium.   In  addition,  we 
created  a  SARS  Information  Hotline  that  continues  to  provide  recorded  information  on 
SARS  in  English  and  Chinese  24  hours  per  day. 

In  2002,  syphilis  cases  in  San  Francisco  rose  to  epidemic  proportions  with  nearly  a  160 
percent  increase  in  cases  compared  to  2001  primarily  occurring  among  men  who  have 
sex  with  men.  The  Department's  STD  Program  responded  to  this  health  emergency  by 
developing  a  syphilis  reduction  plan  for  the  City,  that  included  educating  health  care 
providers,  placing  regular  advertisements  in  the  local  weekly  gay  newspaper, 
implementing  an  on-line  syphilis  testing  and  incentive  program,  and  implementing  a 
partner-delivered  therapy  program. 

I  am  fortunate  to  be  a  local  health  director  in  a  city  that  so  strongly  supports  public 
health  and  health  care  services  and  to  work  in  a  department  with  such  a  committed  and 
knowledgeable  staff.  Our  ability  to  meet  the  health  needs  of  our  community  is 
dependent  upon  the  caliber  of  our  workforce.  I  am  proud  and  appreciative  of  their 
expertise,  their  dedication,  and  their  spirit. 

My  continued  gratitude  to  the  Mayor,  the  Board  of  Supervisors,  and  the  San  Francisco 
Health  Commission  for  their  leadership,  their  support  and  their  commitment  to  health. 
They  have  made  San  Francisco  a  leader  in  health  care  and  health  care  access.  I  look 
forward  to  our  continued  work  together  to  improve  the  health  status  of  all  San 
Franciscans. 


November  2003 


Mitchell  H.  Katz,  M.D. 
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Who  We  Serve 


This  chapter  explores  the  demographics  of  both  the  county's  overall  population  and  of  the 
clientele  of  the  major  programs  and  services  offered  by  the  Department. 

San  Francisco's  Demographics 

San  Francisco's  demographics  include  a  various  characteristics  of  the  county's  population,  such 
as  age,  sex,  ethnicity,  language,  and  household  structure.  Since  there  are  notable  differences 
in  health  and  conditions  relevant  to  health  based  on  the  distribution  of  ethnicity,  sex,  and  age, 
it  is  important  to  understand  the  composition  of  the  San  Francisco  population  whose  health  it  is 
the  Department's  mission  to  protect  and  promote. 

Population:  Age  and  ethnicity/race 

With  a  population  of  776,733,  San  Francisco  has  the  eleventh  largest  population  among 
California  counties  according  to  the  2000  U.S.  Census.  Since  1990  San  Francisco's  population 
has  increased  7.3  percent  in  contrast  to  a  statewide  increase  of  13.9  percent.    As  is  shown  in 
Figure  2-1,  San  Francisco's  ethnic  makeup  is  unique  when  compared  to  the  rest  of  the  State 
with  a  significantly  larger  proportion  of  Asian/Pacific  Islanders  (31.3%  vs.  11.2%),  and  smaller 
proportions  of  Latinos  (14.1%  vs.  32.4%)  and  whites  (43.6%  vs.  46.6%).  Among  the  non- 
white  groups,  Chinese  make  up  the  largest  single  ethnicity  in  San  Francisco. 


Figure  2-1. 


Ethnicity /Race  of  San  Francisco,  California  and  the  U.S. 

2000 
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Figure  2-2  shows  the  age  distribution  by  ethnicity.  Whites  have  the  lowest  proportion  of 
children  and  youth,  and  Latinos  (especially  from  Mexico)  the  highest;  Chinese  and  Filipinos  have 
the  highest  proportion  of  people  over  age  65,  while  Latinos  have  the  lowest. 


Figure  2-2. 
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Household  composition 

The  composition  of  San  Francisco  households  reflects  the  City's  large  proportion  of  non-elderly 
adults,  individuals  living  alone  and  residents  in  other  non-family  households.  Figure  2-3  shows 
that  when  compared  to  California  as  a  whole,  San  Francisco  has: 

♦  almost  twice  the  proportion  of  non-family  households; 

♦  larger  proportions  of  men  and  women  living  alone;  and 

♦  less  than  half  of  the  proportion  of  households  with  children  under  age  18. 

San  Francisco  has  127,000  single-person  households  (40%  of  all  households),  split  evenly 
between  men  and  women.   However,  a  third  of  single  person  households  of  women  are  over 
65,  while  only  a  sixth  of  those  of  men  are  over  65.   Less  than  half  of  San  Francisco's 
households  are  families  (defined  as  having  related  persons  living  together).   Even  among 
married-couple  families,  only  40  percent  have  children  under  18  in  the  household.  About  two- 
thirds  of  San  Francisco's  households  are  renting  their  housing,  compared  to  43  percent 
statewide. 


Figure  2-3. 
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Immigration  and  language 

The  composition  of  San  Francisco's  population  continues  to  be  affected  by  the  many  immigrants 
coming  into  the  City;  two  out  of  five  San  Francisco  residents  were  born  in  foreign  countries. 
They  are  split  fairly  evenly  among  those  arriving  here  over  each  of  the  last  three  decades. 
Slightly  more  than  half  of  these  immigrants  have  become  naturalized  citizens.  A  smaller 
proportion  of  Latinos  than  Asians  have  become  naturalized  citizens;  larger  proportions  of 
Latinos  are  U.S.  born  and  non-citizens  than  among  Asians. 

Among  the  estimated  293,000  San  Franciscans  living  in  households  where  English  is  not  the 
only  language  spoken,  half  of  non-citizens  (about  48,000  people)  do  not  speak  English  well  or 
at  all,  compared  to  about  38  percent  of  naturalized  citizens  (47,000  people)  and  only  1  percent 
of  U.S. -born.  San  Francisco's  households  are  characterized  by  considerable  linguistic  diversity. 
Almost  half  as  many  households  speak  any  of  the  Asian  languages  (primarily  Cantonese)  as 
speak  English,  and  about  half  that  number  speak  Spanish. 

A  linguistically  isolated  household  is  one  in  which  no  member  14  years  old  or  over  (1)  speaks 
only  English  or  (2)  speaks  a  non-English  language  and  speaks  English  very  well.  In  other 
words,  all  household  members  14  years  old  and  over  have  at  least  some  difficulty  with  English. 


Table  2-1.  Linguistic  Isolation  of  San  Francisco  Households 
and  People  by  Ethnicity  and  Age. 

% 

Linguistically 

Isolated 

Households 


%  of  Population  of  Age...  in 

Linguistically  Isolated 

Households 
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All  SF 

13.3 

19.2 

11.9 

25.1 

White  (NH) 

3.7 

5.2 

2.2 

10.7 

Asian  (NH) 

36.4 

34.6 

28.0 

48.2 

Chinese 

43.5 

40.8 

34.0 

56.5 

Filipino 

15.0 

14.0 

9.2 

19.7 

Vietnamese 

43.8 

35.9 

41.3 

40.6 

Japanese 

26.6 

21.4 

16.6 

29.8 

Pacific  Islander  (NH) 

8.7 

5.0 

4.6 

19.0 

Latino  (Hispanic) 

22.6 

20.6 

19.6 

26.0 

Mexican  American 

21.6 

22.8 

20.9 

24.8 

Central  American 

27.0 

21.5 

22.7 

26.3 

African  American  (NH) 

0.8 

0.3 

0.7 

0.2 

Native  American  (NH) 

44 

5  3 

4.3 

0.0 

Other  Race  Alone  (NH) 

9  4 

7.0 

8.0 

19.1 

Multiple  Race  (NH) 

8.6 

4.6 

5.7 

18.6 

Tabie  2-1  shows  the 
percent  of  households 
that  are  linguistically 
isolated  by  ethnicity,  as 
well  as  the  proportion 
of  that  ethnicity  in  each 
age  group  that  live  in 
linguistically  isolated 
households. 

Chinese  and 
Vietnamese  have  the 
highest  proportion  of 
linguistically  isolated 
households,  and  the 
highest  proportion  of 
people  in  each  age 
group  living  in  such 
households. 


(NH)  =  Non-Hispanic 
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The  Department's  Clients 


The  Department's  programs 
and  services  are  available  for  all 
residents  and  visitors.  Many 
services,  however,  are  relied 
upon  by  particular  groups 
within  the  larger  community. 


Community  Health  Network 

The  Community  Health  Network  (CHN)  was  developed  and  continues  to  evolve  to  meet  the 
challenges  of  a  rapidly  evolving  health  care  environment.    Established  as  the  division  of  the 
Department  that  encompasses  all  personal  health  care  services,  the  CHN  has  the  unique  role  of 
addressing  the  broad  health  needs  of  all  San  Franciscans,  with  a  special  emphasis  and 
commitment  to  serving  the  City's  most  vulnerable,  diverse  populations.  CHN's  mission  is  to 
deliver  humanistic,  cost-effective  and  culturally  competent  care  for  the  City  and  County  of  San 
Francisco.  The  CHN  encompasses  a  wide  array  of  services,  maintaining  the  City's  only  Level  I 
Trauma  Center  at  SFGH.   Major  service  components  include  primary  care,  specialty  care,  acute 
care,  home  care,  long-term  care,  and  emergency  care. 

The  data  provided  in  this  section  include  the  services  provided  at  the  Department's  Primary 
Care  Clinics  and  at  San  Francisco  General  Hospital  Medical  Center  (SFGHMC).  (Laguna  Honda 
Hospital,  though  considered  part  of  CHN,  is  summarized  independently  in  the  following  section.) 
The  Primary  Care  Clinics  provide  ongoing  care  to  communities  throughout  San  Francisco  while 
SFGH  makes  a  unique  contribution  to  the  City  in  a  number  of  clinical,  academic,  and  research 
areas:  comprehensive  emergency  services,  trauma  care,  AIDS  care,  mental  health  and 
substance  abuse,  forensics,  medical  education  and  medical  research. 
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In  Fiscal  Year  (FY)  2002-2003,  the  CHN  provided  health  care  services  to  118,028  unduplicated 
clients.  Throughout  the  system,  the  top  diagnoses  in  order  were: 


Emergency  Department  Acute  Inpatient  Care      Primary  Care  Clinics 


♦ 

Abdominal  pain 

♦ 

Psychosis 

♦ 

Hypertension 

♦ 

Alcohol  abuse 

♦ 

Hypertension 

♦ 

Diabetes 

♦ 

Depressive  disorder 

♦ 

Normal  delivery 

♦ 

HIV  disease 

♦ 

Hypertension 

♦ 

HIV  disease 

♦ 

Hyperlipidemia 

♦ 

Acute  Upper 

♦ 

Pneumonia 

♦ 

Depressive 

Respiratory  Infection 


disorder 


CHN  Provided  the  following  services 

In  FY  2001-2002 

In  FY  2002-2003 

♦ 

336,036  Primary  Care 

♦ 

323,552  Primary  Care 

Visits 

Visits 

♦ 

180,741  Specialty 

♦ 

195,521  Specialty 

Visits 

Visits 

♦ 

9,571  Dental  Visits 

♦ 

9,377  Dental  Visits 

♦ 

10,662  Urgent  Visits 

♦ 

11,112  Urgent  Visits 

♦ 

63,224  Emergency 

♦ 

63,310  Emergency 

Visits 

Visits 

♦ 

56,769  Medical 

♦ 

56,486  Medical 

Emergencies 

Emergencies 

14.7%  Admitted 

15.1%  Admitted 

♦ 

6,475  Psych 

♦ 

6,824  Psych 

Emergencies 

Emergencies 

33.5%  Admitted 

35.9%  Admitted 

♦ 

3,296  Patients 

♦ 

3,300  Patients 

Requiring  Level  1 

Requiring  Level  1 

Trauma  Center 

Trauma  Center 

Services 

Services 

♦ 

102,274  Acute 

♦ 

100,695  Acute 

Inpatient  Days 

Inpatient  Days 

♦ 

19,801  Home  Health 

♦ 

21,110  Home  Health 

Care  Visits 

Care  Visits 

♦ 

9,835  SFGH  Skilled 

♦ 

10,016  SFGH  Skilled 

Nursing  Days 

Nursing  Days 

♦ 

50,726  MHRF  Skilled 

♦ 

43,232  MHRF  Skilled 

Nursing  Days 

Nursing  Days 

San  Francisco  Department  of  Public  Health 


FY  2002-2003  Annual  Report 


Chapter  2  -  Who  We  Serve 


CHN  patients  by  race  and  ethnicity 

The  CHN's  patient  population  continues  to  have  a  high  percentage  of  ethnic  minorities.  The 
hospital  and  Primary  Care  Clinics  are  a  major  health  resource  for  culturally  diverse  populations, 
including  new  immigrants,  and  can  accommodate  patients  who  speak  many  languages  other 
than  English. 

Figure  2-4. 
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patients  as  Figure  2-4 
illustrates. 
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CHN  patients  by  age 

The  age  distribution  of  the  CHN  patients  is  similar  to  the  age  distribution  in  the  City  as  a  whole 
though  adults  ages  25  to  64  are  represented  in  higher  proportions,  while  fewer  senior  patients 
are  served.  Adults  in  this  age  group  make  up  64  percent  of  the  patient  population,  while 
seniors  make  up  only  7  percent  and  children  and  adolescents  make  up  29  percent. 


Figure  2-5. 


Figure  2-5  shows  the  ages 
seen  in  FY  2002-2003  at 
SFGH  and  the  Primary  Care 
Clinics. 
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CHN  patients  by  neighborhood  of  residence 

The  Department's  Strategic  Plan  identifies  seven  target  neighborhoods,  with  the  goal  of 
improving  health  care  and  improving  health  outcomes  and  eliminating  health  disparities  among 
neighborhoods.  These  seven  target  neighborhoods  represent  56  percent  of  the  patients  seen  at 
the  CHN  in  FY  2002-2003. 

SFGH  is  the  primary  community  hospital  for  residents  living  in  the  southeast  and  northeast 
sections  of  the  City.   Figure  2-6  shows  that  the  greatest  proportion  of  patients  seen  at  the 
hospital  and  clinics  in  FY  2002-2003  lived  in  the  Mission,  near  the  SFGH  campus.  A  significant 
percentage  of  patients  (11%)  were  from  out-of-county,  a  slight  decrease  from  last  year  (13%). 
The  percentage  of  homeless  patients  (9%)  is  unchanged  from  last  year. 


Figure  2-6. 
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CHN  utilization  by  homeless  patients 

When  a  patient  is  seen  at  the  hospital  or  a  clinic,  the  Department's  Registration  Clerk  requests  a 
home  address.  If  an  individual  does  not  provide  a  home  address,  or  notes  that  he  or  she  is 
living  on  the  street,  the  patient  is  categorized  as  homeless.  The  accepted  Citywide  definition  of 
homelessness  is  much  broader  than  living  on  the  street.  It  also  includes  individuals  or  families 
in  shelters,  staying  with  friends  or  extended  family  members,  living  in  single  room  occupancy 
(SRO)  hotels  without  tenancy  rights,  and  more.  Therefore,  the  data  collected  by  the  CHN 
represent  a  subset  of  the  homeless  population  in  San  Francisco. 

In  FY  2002-2003,  nine  percent  of  the  CHN's  patients  were  classified  in  the  registration  system 
as  homeless  at  the  time  of  at  least  one  visit.  Overall,  24  percent  of  inpatient  days,  24  percent 
of  emergency  care  visits,  and  seven  percent  of  clinic  visits  are  by  homeless  patients.    The 
percentage  of  homeless  patients  (an  unduplicated  count)  for  FY  2002-2003  was  16  percent  for 
inpatient  care,  17  percent  for  emergency  care,  and  five  percent  for  outpatient  care.   Figure  2.7 
illustrates  the  percentage  of  homeless  patients,  registered  without  an  address,  seen  at  the  CHN 
since  Fiscal  Year  1998-1999.    Figure  2-7  shows  a  decrease  in  inpatients  and  outpatients,  but  an 
increase  from  last  year  in  emergency  room  homeless  patients.   In  all  settings,  however,  fewer 
homeless  are  utilizing  services  than  in  previous  years,  1998-1999  and  1999-2000. 


Figure  2-7. 
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Laguna  Honda  Hospital  and  Rehabilitation  Center 

Laguna  Honda  Hospital  and  Rehabilitation  Center  (Laguna  Honda)  provides  high  quality  long- 
term  care  and  rehabilitative  inpatient  services.  Services  for  City  residents  have  been  provided 
at  Laguna  Honda  since  1866,  when  "The  Almshouse"  was  established  as  a  shelter  for  the 
homeless.  The  hospital  quickly  evolved  when  it  was  hastily  called  upon  to  treat  smallpox 
patients  during  the  1868  epidemic.   Later,  in  1906,  "The  Relief  Home"  was  called  upon  to 
provide  care  and  emergency  housing  for  victims  of  the  earthquake  and  fire. 


Shortly  after,  a  hospital  section 
for  the  chronically  ill  opened. 
In  1926,  the  first  units  of  the 
main  building  were  completed 
with  the  last  units  coming  into 
service  in  1940.   Until  the  1950's, 
there  was  no  clear  distinction 
between  the  respective  services  of 
Laguna  Honda  and  SFGH;  residents 
and  interns  rotated  between  the 
facilities  and  major  surgery  was 
performed  at  Laguna  Honda.  The 
rehabilitation  center  was  state 
licensed  in  1962.  In  1963,  Laguna 
Honda  was  accredited  as  a  hospital. 


LHH  provided  the  following  services: 

In  FY  2001-2002 

In  FY  2002-2003 

♦    386,286  Skilled 

♦ 

378,412  Skilled 

Nursing  Days 

Nursing  Facility 
(SNF)  days 

♦    2,668  Acute  Days 

♦ 

1,385  Acute  Days 

♦    Served  1,662 

♦ 

Served  1,707 

residents 

residents 

♦    1,059  =  Average 

♦ 

1,041.8  =  Average 

Daily  Census 

Daily  Census 

♦    10.5  days  =  Average 

♦ 

9.5  days  =  Average 

Length  of  Stay  in 

Length  of  Stay  in 

LHH  Acute  Units 

LHH  Acute  Units 

♦    393.2  days  = 

♦ 

408.9  days  = 

Average  Length  of 

Average  Length  of 

Stay  in  Laguna 

Stay  in  Laguna 

Honda  Skilled 

Honda  Skilled 

Nursing  Facility  Units 

Nursing  Facility  Units 
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Laguna  Honda  residents  by  race  and  ethnicity 

Figure  2-8  compares  the  percentage  of  Laguna  Honda  patients  in  five  racial  and  ethnic 
categories  with  the  corresponding  percentages  for  the  City  as  a  whole.  These  differences  are 
consistent  with  the  same  comparisons  for  the  CHN,  with  one  exception.  Utilization  rates  for  the 
City's  Hispanic/  Latino  population  are  more  than  twice  as  high  for  all  the  CHN  services  than  for 
Laguna  Honda  services  (25%  of  all  the  CHN  services  vs.  10.5%  of  Laguna  Honda  services). 


As  is  seen  in  other  care 
settings  of  the  Department, 
the  African-American 
population  is  represents  a 
larger  proportion  of  LHH 
residents  than  of  the  City  as 
a  whole. 


Figure  2-8. 

Laguna  Honda  Residents  by  Ethnicity/Race 


Laguna  Honda  Residents  by  Age 


Laguna  Honda  residents  by  age 

Laguna  Honda  residents  are,  on  average,  considerably  older  than  other  City  residents.  This 
characteristic  is  consistent  with  Laguna  Honda's  mission  to  serve  the  City's  frail  elderly  and 
disabled,  and  also  consistent  with  the  Department's  Strategic  Plan  goal  to  emphasize  services  to 
its  target  populations.  Although  seniors  aged  65  and  over-represented  only  7  percent  of  the 
CHN  patient  population,  they  represented  64  percent  of  the  population  served  by  Laguna  Honda 
during  FY  2002-2003. 

Figure  2-9. 

However,  as  can  be  seen  in 

Figure  2-9,  the  entire  age 

spectrum  is  represented  at  | 

Laguna  Honda.  The  largest  1 

difference  from  the  previous  1 

year  was  in  ages  21  through 

54.  Some  22  percent  of  the 

residents  treated  at  Laguna 

Honda  in  FY  2002-2003  were 

in  this  category,  as  compared 

with  19  percent  in  this 

category  at  the  end  of  FY 

2001-2002. 


■     LHH  residents 
D     S.F.(census) 

■L 

- 

1 

F 
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Laguna  Honda  residents  by  neighborhood  of  residence 

The  Department's  Strategic  Plan  has  targeted  seven  neighborhoods  where  health  outcomes 
should  be  improved  and  health  disparities  must  be  minimized.   Figure  2-10  shows  that  about  45 
percent  of  the  individuals  who  received  care  at  Laguna  Honda  Hospital  during  FY  2002-2003 
came  from  these  target  neighborhoods.  The  homeless  are  another  principal  population 
targeted  by  the  Department.  About  13  percent  of  the  individuals  who  received  care  at  Laguna 
Honda  Hospital  during  FY  2002-2003  were  designated  at  admission  as  homeless,  as  compared 
with  about  9  percent  of  all  individuals  who  received  care  at  any  CHN  site. 


Figure  2-10. 


Laguna  Honda  Residents  by  Residence 
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94102:  North  of  Market,  Tenderloin 

94103:  South  of  Market 

94110:  Inner  Mission,  Bernal  Heights 

94112:  Outer  Mission 

94124:  Bayview-Hunters  Point 

94134:  Visitacion  Valley,  Sunnydale 

94108  &  94133:  Chinatown 
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Laguna  Honda  Hospital  admissions  and  discharges 


i  Honda  Admlsslo 


Figure  2-11. 

The  total  number  of  admissions  to 
Laguna  Honda  from  all  sources 
increased  by  8  percent  from  899  in 
FY  01-02  to  973  in  FY  2002-2003. 


Laguna  Honda  Admissions  from  SFGH  by  Fiscal  Yea 


Figure  2-12. 

The  number  of  admissions  from  SFGH  to 
Laguna  Honda  increased  by  11  percent 
from  451  in  FY  01-02  to  502  in  FY  2002- 
2003. 


Laguna  Honda  Discharges  to  Community 


Figure  2-13. 

Total  Laguna  Honda  discharges  to  the 
community  increased  by  17  percent 
from  231  in  FY  01-02  to  270  in  FY  2002- 
2003.   Discharges  to  the  community  are 
important  because  they  increase  access 
to  beds  for  others  in  need  of  long-term 
care  and  because  they  reflect  the 
success  of  LHH  in  the  area  of 
rehabilitation  and  reintegration  into  the 
community. 
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Community  Mental  Health  Services 

Outpatient  mental  health  services  are  the  mainstay  of  the  Department's  Community  Mental 
Health  Services  (CMHS)  delivery  system.  The  Department  partners  with  many  community- 
based  organizations  and  local  governmental  agencies  in  order  to  meet  the  needs  of  children, 
youth  and  adults  in  need  of  mental  health  services.  Outpatient  services  include  assessment, 
medication  monitoring,  and  individual,  couple  and  family  therapy.  These  services  are  provided 
in  many  different  locations,  including  Primary  Care  Clinics,  in-home,  at  school,  in  supportive 
housing  sites,  and  more. 

The  Department  recognized  the  common  overlap  of  patients  receiving  services  from  both  CMHS 
and  Community  Substance  Abuse  Services  (CSAS).   In  response,  CMHS  and  CSAS  began 
merging  services.  Though  the  merger  will  not  be  entirely  complete  until  2005,  the  programs 
were  folded  together  under  the  rubric  of  Community  Behavioral  Health  Services  (CBHS)  in  June 
2003.   For  most  of  FY  2002-2003,  CMHS  and  CSAS  tracked  data  separately  and  are  reported 
independently  in  this  Annual  Report. 

In  FY  2002-2003,  CMHS  served  a  total  of  22,887  unduplicated  clients,  including  18,195  adult 
and  4,692  children  and  youth.  CMHS  has  seen  a  steady  increase  of  unduplicated  clients  served 
over  the  past  few  years,  even  as  funding  has  become  more  difficult  to  secure.  Table  2-2  shows 
the  increase  of  clients  over  the  past  three  years. 


Table  2-2. 


Fiscal  Year 

Clients  Served 

2000-2001 

20,422 

2001-2002 

21,535 

2002-2003 

22,887 

In  the  past  year,  CMHS  has  increased  the  number  of  clients  served  and  program  capacity  in  a 
number  of  key  areas,  illustrated  in  Table  2-3. 

Table  2-3. 


CMHS  Program  Type 

2001-2002 

2002-2003 

Adult  Crisis  Services 

5,307  served 

5,447  served 

Adult  Transitional  Residential 
Treatment 

140  beds 

160  beds 

Adult  Co-op  and  Supportive  Housing 

590  beds 

668  beds 

Adult  Day  Treatment 

744  served               904  served 

Adult  Outpatient  Services 

14,431  served         !  17,120  served 

Children/Youth/Family  Outpatient 
Services 

2,356  served 

2,689  served 

Children/Youth/Family  Intensive 
Case  Management 

364  served 

474  served 
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CMHS  clients  by  race  and  ethnicity 

It  can  be  seen  in  Figure  2-14  that  African  Americans  represent  a  larger  proportion  of  CMHS 
clients  than  of  the  City  population  as  whole.  In  FY  2002-2003,  5,230  clients  served  were 
African  American  (23%). 


The  7,772  white  clients 
comprised  the  largest 
ethnic  group  served.  The 
ethnic  mix  of  CMHS  clients 
is  virtually  unchanged  from 
last  year. 


Figure  2-14. 


CMHS  Clients  by  Ethnicity/Race 


CMHS  clients  by  age 

The  age  ranges  of  CMHS  clients  are  relatively  the  same  as  the  City's  population  as  a  whole. 
However,  children  are  somewhat  over-represented  while  seniors  are  somewhat  under- 
represented.  Figure  2-15  shows  the  percentage  of  children  and  youth,  adults  and  seniors  who 
received  CHMS  services  in  FY  2002-2003  as  compared  to  the  City's  population. 


Figure  2-15. 


CMHS  Clients  by  Age 
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CMHS  client  disorders 

CMHS  tracks  patient  disorders  based  on  the  diagnosis  given  at  the  time  of  their  most  recent 
episode  of  care.   Many  clients  suffer  from  more  than  one  diagnosis.  Substance  abuse  is  the 
most  common  co-existing  diagnosis  and  exacerbates  existing  mental  health  disorders.   Nearly 
49  percent  of  all  CMHS  clients  were  diagnosed  as  substance  abusers.  Though  not  an 
exhaustive  list,  Figure  2-16  shows  the  most  common  diagnostic  categories  for  the  clients  seen 
by  CMHS  in  FY  2002-2003. 


Figure  2-16. 


CMHS  Client  Disorders 


Substance  Abuse  Disorders 

Mood  Disorders 

Other  Psychoses 

Adjustment  Disorders 

Schizophrenic  Disorders 

Paranoid  Disorders 

Child/Adol.  Disorders 

Personality  Disorder 


30  40  50 

Percent  of  Clients 
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Housing  and  Urban  Health 

The  Department's  Housing  and  Urban  Health  (HUH)  section's  main  goal  is  to  provide 
community-based  housing  and  innovative  healthcare  services  to  homeless  and  disabled 
persons.   HUH's  work  in  the  housing  arena  focuses  on  developing  effective  community-based 
housing  that  provides  healthy  and  supportive  environments  for  people  who  have  been  living  on 
the  streets,  in  shelters,  and/or  rotating  through  institutional  settings. 

The  total  number  of  beds  provided  through  HUH  programs  increased  from  1,453  in  FY  2001- 
2002  to  1,730  in  FY  2002-2003.  This  increase  of  277  beds  was  primarily  due  to  the  opening  of 
the  Star  and  Camelot  hotels  which  offer  permanent  housing  for  chronically  homeless  people 
with  a  particular  emphasis  on  services  for  individuals  with  mental  illness  and/or  HIV/AIDS. 
During  this  same  time  period  there  was  also  an  expansion  in  the  number  of  emergency  hotel 
rooms. 


Community  Substance  Abuse  Services 

The  Department's  Community  Substance  Abuse  Services  (CSAS)  is  guided  by  two  principles 
which  are  used  in  the  development  and  management  of  a  wide  variety  of  community  programs. 
The  first  is  harm  reduction,  a  set  of  practical  strategies  that  reduce  negative  consequences  of 
drug  use,  incorporating  a  spectrum  of  strategies  from  safer  use  to  managed  use  to  abstinence. 
The  second  is  treatment  on  demand,  which  aims  to  reduce  the  harm  associated  with  alcohol 
and  drugs  by  creating  enough  services  to  meet  the  demand.  In  FY  2002-2003,  CSAS  served  a 
total  of  11,750  unduplicated  clients  in  outpatient  programs,  with  13,109  served  in  all  programs 
including  residential.  {Figures  2-17  through  2-19  are  based  on  outpatient  clients  only.) 
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CSAS  clients  by  race  and  ethnicity 

Figure  2-17  shows  that  two  of  the  Department's  targeted  minority  populations  (African 
Americans  and  Hispanics)  have  relatively  high  CSAS  utilization  rates.  On  the  other  hand, 
African  Americans  are  over-represented  in  the  CSAS  programs  and  Asian/Pacific  Islanders  are 
under-represented.   In  fact,  it  is  in  the  Department's  substance  abuse  services  that  this  is  seen 
most  dramatically. 


Though  7  percent  of  the 
City's  residents  are  African- 
American,  39  percent 
(4,859)  of  CSAS  clients  are 
African-American.   In  a 
reverse  trend,  31  percent 
of  the  City's  residents  are 
Asian-American,  while  only 
5  percent  (600)  of  CSAS 
clients  are  of  Asian 
descent. 


Figure  2-17. 


CSAS  Clients  by  Ethnicity/Race 


CSAS  clients  by  age 

The  largest  grouping  of  CSAS  clients  (4,038  clients)  is  between  the  ages  of  36  and  45.  This 
population  is  represented  in  higher  proportions  than  in  the  City  population  at  large  (32% 
compared  to  17%). 

Figure  2-18. 

Individuals  under  the  age  of  19 

,  , .  ..  r  /-i-  CSAS  Clients  by  Agi 

and  those  over  the  age  of  65 
are  much  less  likely  to  seek  a    * 

drug  treatment  through  the  § 

Department's  programs  than  |   4, 

are  people  of  other  age  I 

groups,  as  is  demonstrated  in 
Figure  2-18. 
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CSAS  client  substance  abuse  problems 

CSAS  tracks  the  substances  that  clients  identify  as  the  main  substance  they  abuse.   Heroin  is 
the  most  commonly  used  drug  for  which  31  percent  of  clients  seek  treatment.   However,  this  is 
down  nine  percentage  points  from  the  previous  year  (FY  2001-2002),  when  40  percent  of 
clients  sought  treatment  for  heroin  addiction.  Since  last  year  there  have  been  increases  in 
alcohol  (25  percent  this  year  compared  to  23  percent  last  year)  and  methamphetamine  use  (9 
percent  this  year  compared  to  8  percent  last  year).   Figure  2-19  shows  the  most  common  drugs 
abused  by  CSAS  clientele  in  FY  2002-2003. 


Figure  2-19. 


CSAS  Types  of  Substances  Abused 


Heroin 
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Methamphetamines 


30  40  50 

Percent  of  Clients 


San  Francisco  Department  of  Public  Health 


22 


FY  2002-2003  Annual  Report 


Chapter  2  -  Who  We  Serve 


San  Francisco  City  Clinic 

The  Department's  City  Clinic  is  a  drop-in  clinic  providing  free  and  low-cost  diagnosis  and 
treatment  of  sexually  transmitted  diseases.  City  Clinic  is  San  Francisco's  only  municipal  STD 
Clinic  and  provides  confidential,  low  cost,  convenient  drop-in  services  to  all  people  over  the  age 
of  12,  regardless  of  their  ability  to  pay. 

The  following  information  reflects  City  Clinic's  clientele  from  FY  2002-2003.   In  this  time  period 
there  were  20,855  patient  visits. 


City  Clinic  patients  by  race  and  ethnicity 

Whites  make  up  the  majority  (53%)  of  City  Clinic  patients.   Figure  2-20  shows  that  African 
Americans,  whites  and  Hispanic/Latino  visitors  are  represented  at  City  Clinic  in  higher 
proportions  than  they  are  in  the  City's  population.  Asian/Pacific  Islanders  are  under- 
represented. 


Figure  2-20. 


City  Clinic  Patients  by  Ethnicity /Race 
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City  Clinic  patients  by  age 

Most  patients  seen  at  the  City  Clinic  are  between  the  ages  of  25  and  44.  As  can  be  seen  in 
Figure  2-21,  68  percent  of  all  patients  are  in  this  age  range,  much  higher  than  in  the  overall 
population,  which  already  has  a  high  representation  in  San  Francisco  (40%).   Patients  in  the  15 
to  24  age  range  make  up  the  next  highest  proportion  of  patients  at  19  percent. 


Figure  2-21. 


City  Clinic  Patients  by  Age 
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Factors  Influencing  Health 

Introduction 


For  the  first  time  the  Department  has  included  information  previously  found  in  the 
Overview  of  Health  in  San  Francisco  as  an  integral  part  of  the  Annual  Report.  The 
Overview  provides  the  Department's  broadest  view  of  the  health  and  well-being  of  our 
community  and  is  intended  to  contribute  to  the  best  evidence  on  health  conditions  and 
needs  in  San  Francisco.   In  addition  to  the  overall  demographic  information  presented  in 
Chapter  2,  the  Overview  of  Health  in  San  Francisco  covers  factors  and  conditions  which 
have  an  important  impact  on  the  health  of  our  population  in  Chapter  3,  and  data  on  the 
health  of  the  population  in  Chapter  4. 

The  data  presented  here  on  the  health  of  San  Franciscans  is  driven  by  two  ideas: 

1.  Evidence-based  public  health:  the  idea  that  the  Department's  actions  should  be 
based  on  the  best  available  data  on  the  health  of  our  population;  and 

2.  A  conceptual  model  of  what  influences  the  population's  health:  the  framework 
that  goes  beyond  health  outcomes,  by  exploring  the  most  important  factors 
producing  the  patterns  of  health  outcomes  we  observe.  The  Department  wants 
to  monitor  these  factors  as  part  of  its  core  public  health  role  of  assessing 
population  health. 

Models  of  factors  influencing  population  health 


Figure  3-1. 


The  Department 
embraces  a  broad 
concept  of  health  and 
well-being,  and  the 
factors  that  promote  or 
detract  from  it.  A 
schematic  of  the 
relationships  among  these 
factors  and  health  is 
shown  in  Figure  3-1. 


Source:  RG  Evans  &  GL  Stoddart.  Producing  health, 
consuming  health  care.  Soc.  Sci.  Med.  Vol.  31,  No.  12,  pp  1347 
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In  general,  the  determinants  that  appear  higher  up  in  Figure  3-1  contribute  to  or 
influence  the  occurrence  of  factors  lower  down  on  the  diagram.  Some  useful 
considerations  about  how  a  population's  health  is  produced  and  represented  by  the 
diagram  are: 

♦  The  contribution  of  medical  care  to  a  population's  health  is  limited. 

♦  Conditions  of  the  social  and  physical  environment  play  an  important  role  in 
producing  different  health,  disease  and  injury  patterns  in  our  population. 

♦  Individual  factors,  such  as  risk  decisions  or  response  to  stress,  can  moderate  the 
general  effects  of  broader  environmental  factors  on  health.  The  occurrence  of 
individual  factors  can  also  be  patterned  by  the  social  and  physical  environment. 

♦  Disease  and  injury,  which  can  be  clinically  determined  and  reported  in  health 
systems  data,  are  not  quite  the  same  thing  as  health  and  well-being,  which  is  based 
on  how  people  experience  their  own  conditions  and  function  with  them. 

♦  To  change  a  population's  health  profile,  there  is  more  to  consider  than  health  care, 
especially  possible  changes  in  their  physical  and  social  environment  and  in  the 
factors  influencing  behavior.  Indeed,  since  many  health  care  interventions  occur  late 
in  sometimes  long  sequences  of  events  leading  to  diseases  or  injuries,  in  many  cases 
earlier  interventions  would  be  more  effective  or  more  cost-effective  at  reducing  the 
ultimate  burden  of  disease. 

Each  box  in  the  diagram  is  complex,  and  not  likely  to  be  reducible  to  a  single  variable  in 
its  influence  on  (or  representation  of)  any  population's  health  and  well-being.  To  further 
help  thinking  about  and  organizing  this  complexity,  we  can  turn  to  another  model  of  the 
pathways  toward  health  or  health  problems,  the  "simplified  causal  web  linking  exposures 
and  outcomes."  Figure  3-2  is  a  simplified  causal  web  linking  exposures  and  outcomes. 

Figure  3-2. 


Simplified  Causal  Pathways  to  Population  Health  Outcomes 


Social 
Determinants 

r                  i 

Health  Outcomes: 

Death  rates, 

Years  of  Life  Lost, 

Disability  Adjusted  Life  Years, 

etc. 

1                                         Jj 

Behavioral 
Determinants 

Clinical 
Determinants 

Source:  CJ  Murray  &  AD  Lopez.  On  the  comparable  quantification  of  health  risks:  lessons  from 
the  Global  Burden  of  Disease  Study.  Epidemiology.  Vol.  10,  No.  5,  pp  594-605,  1999. 
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Figure  3-2  expresses  the  idea  that  there  are  complex  relationships  among  different 
levels  of  factors  on  the  pathway  from  health  to  disease.  The  levels  shown  here  move 
from  more  general,  large-scale  social  conditions  (like  poverty,  discrimination,  inequality, 
social  exclusion  or  isolation,  neighborhood  characteristics  like  safety,  availability  of 
healthy  food,  recreational  resources,  alcohol  and  drugs,  community  participation 
organizations,  and  so  on)  in  the  column  at  the  left,  to  individual  behaviors  (like  getting 
regular  exercise,  having  a  healthy  diet,  using  drugs  like  tobacco,  alcohol,  or  heroin,  or 
practicing  violence),  to  physiological  processes  (like  the  development  of  atherosclerosis, 
high  blood  pressure,  or  overweight). 

Two  important  implications  of  this  way  of  considering  the  pathways  to  disease  are, 

1.  Most  diseases  can  be  "caused"  by  several  factors,  and  most  factors  contribute  to 
the  occurrence  of  more  than  one  disease  outcome;  and 

2.  Intervening  to  change  conditions,  and  risk,  at  any  level  will  influence  pathways 
to  the  right  in  the  model— but  not  to  the  left. 

To  illustrate  how  this  model  might  work,  consider  heart  disease,  which  is  the  leading 
cause  of  premature  death  in  every  zip  code  and  among  every  ethnic  group  in  San 
Francisco.   Distal  social  determinants  such  as  stress,  work  strain,  and  socioeconomic 
context  contribute  directly  to  heart  disease,  and  also  to  greater  exposure  to  such 
proximal  determinants  of  heart  disease  as  physical  inactivity,  poor  diet,  and  smoking. 
Poor  diet  and  physical  inactivity  lead  to  obesity,  hypertension,  diabetes,  and  lipid 
disorders,  all  of  which  are  physiological  determinants  of  heart  disease.  Smoking 
increases  the  risk  of  heart  disease  by  adversely  affecting  such  physiological 
determinants  as  lipid  profile,  risk  of  diabetes,  and  by  other  mechanisms.   Each 
determinant  influences  multiple  outcomes.   For  this  reason,  our  report  takes  very 
seriously  all  of  the  possible  influences  on  the  health  of  San  Franciscans,  at  all  levels  of 
influence. 

By  assessing  our  population's  health  in  this  manner,  and  by  implementing  prevention 
efforts  that  are  informed  by  this  assessment,  the  Department  hopes  to  address  the  two 
main  goals  of  Healthy  People  2010:  increase  the  quality  and  years  of  healthy  life,  and 
eliminate  health  disparities  within  populations. 

Sources 

♦  R  Wilkinson  &  M  Marmot.  The  Solid  Facts:  Social  Determinants  of  Health.  WHO 
Regional  Office  for  Europe.  1998.  http://www.who.dk/document/E59555.pdf 

♦  US  Department  of  Health  and  Human  Services,  Healthy  People  2010. 
http://www.healthypeople.gov 

♦  McGinnis  JM,  Foege  WH.  "Actual  Causes  of  Death  in  the  United  States".  JAMA, 
270(18):2207-12,  1993. 
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Social  determinants 


Economic  conditions:    Low  income  and  income  inequality 

Income  distribution 

In  2000,  45  percent  of  households  in  San  Francisco  made  less  than  $50,000  a  year,  and 
almost  a  third  made  less  than  $35,000.   Family  households  had  a  much  higher  median 
income,  ($63,545)  than  non-family  households  ($46,457),  and  the  median  income  of 
males  ($31,772)  was  much  higher  than  that  of  females  ($23,696). 

Wages  were  a  source  of  income  for  77  percent  of  households,  while  46  percent  derived 
income  from  investments,  including  interest,  dividends,  trusts,  or  rent;  21  percent  from 
Social  Security;  13  percent  from  retirement;  6.7  percent  from  Supplementary  Security 
Income;  and  3.9  percent  of  households  got  public  assistance  income. 

San  Francisco  families  send  a  lot  of  members  to  work.  Among  married  couple  families, 
61  percent  had  at  least  two  workers. 

Figure  3-3. 


Percent  Distribution  of  Household  Income 
San  Francisco,  2000 


Source:  US 
Census  2000 
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Figure  3-3  shows  San  Francisco's  household  income  distribution  in  2000.  While  a 
substantial  number  and  proportion  of  households  have  higher  incomes,  there  are  also 
very  many  who  make  less  than  the  basic  family  wage  needed  for  families  to  live 
modestly.  The  households  include  a  large  number  of  non-families,  most  of  them  single- 
person  households,  but  even  so,  more  than  40,000  such  households  have  incomes 
below  the  level  of  the  California  minimum  wage. 

Poverty  and  low  income 

The  federal  poverty  level  (FPL)  is  a  measure  that  was  developed  four  decades  ago, 
based  on  the  assumption  that  families  would  spend  no  more  than  30  percent  of  their 
income  on  housing.   It  continues  to  be  used,  despite  widespread  belief  that  it  is  based 
on  outdated  and  unrealistic  assumptions  that  generally  cause  it  to  underestimate  the 
number  of  families  living  below  the  level  of  basic  subsistence  needs. 

The  latest  federal  estimates  for  San  Francisco  (2002)  show  that  poverty  continues  to  be 
highest  among  children  and  youth,  with  the  highest  levels  among  young  adults  18-24 
and  children  under  age  5.   Disparities  in  poverty  rates  for  families  by  ethnicity  differ  by 
family  composition.  Within  each  ethnicity,  poverty  rates  are  higher  among  non-couple 
families  than  among  married-couple  families,  and  among  non-couple  families,  higher 
among  female-headed  households  than  among  male-headed  households. 


Table  3-1. 

Poverty  by  Age,  San  Francisco  2002 
Age  Male  Female 

all 

<5 
6-17 
18-24 
25-64 
65-74 

75+ 

Numbers  estimated  from  12  monthly  surveys 

Source:  US  Census,  American  Community  Survey  2002 


9.8 

11.2 

18.3 

28.3 

12.7 

20.4 

22.0 

8.1 

8.8 

7.9 

9  1 

8.9 

14.4 
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Housing  and  homelessness 

San  Francisco  has  a  much  higher  proportion  of  households  that  are  renters  than  the 
State  as  a  whole,  65  percent  compared  to  43.1  percent  statewide.   Housing  affordability 
is  generally  defined  as  housing  costs  no  greater  than  30  percent  of  a  household's 
income.  San  Francisco  has  notoriously  high  housing  costs.  According  to  the  2000 
census,  37.2  percent  of  rental  household  were  paying  more  than  30  percent  of  their 
income  for  rent,  including  17.1  percent  who  were  paying  over  50  percent  of  their 
income.  While  the  recent  recession  has  caused  rents  to  decline  somewhat,  they  are  still 
high  enough  to  create  substantial  affordability  problems  for  lower  income  San 
Franciscans  as  can  be  seen  in  Table  3-2.   For  example,  about  half  of  all  San  Francisco 
households  have  incomes  below  the  $56,200  income  level  that  would  make  a  one- 
bedroom  apartment  at  fair  market  rent  affordable  (see  Figure  3-3). 


Table  3-2. 


San  Francisco  Rental  Housing  Affordability,  2003 
0  BR  1  BR  2  BR  3  BR 


Fair  Market  Rent  (2004) 

California  2003 

$       748 

$ 

878 

$   1,101 

$ 

1,510 

San  Francisco  2003 

$    1,084 

S 

1,405 

$   1,775 

S 

2,435 

San  Francisco  2002 

$    1,185 

s 

1,535 

$   1,940 

s 

2,661 

Income  needed  to  afford  Fair  Market  Rent 

California  2003 

$29,914 

$35,117 

$44,054 

s 

60,417 

San  Francisco  2003 

$  43,360 

$  56,200 

$71,000 

s 

97,400 

Percent  of  family  AMI 

47% 

61% 

78% 

106% 

San  Francisco  2002 

$  47,400 

$61,400 

$77,600 

s 

106,440 

Hourly  waqes  needed  to  afford  Fair 

Market  Rent 

S 

16.88 

$  21.18 

s 

California  2003 

$    14.38 

29.05 

San  Francisco  2003 

$    20.85 

s 

27.02 

$  34.13 

s 

46.83 

Percent  of  minimum  wage 

309% 

400% 

506% 

694% 

Min.  wage  hours/wk  to  afford 

124 

160 

202 

277 

Percent  of  SF  living  wage 

93 

120 

152 

208 

San  Francisco  2002 

$    22.79 

$ 

29.52 

$  37.31 

s 

51.17 

Maximum  affordable  monthly  housing  cost  by  % 

of  family  AMI 

30% 

50% 

80% 

100% 

California  2003 

$       459 

S 

765 

$   1,223 

s 

1,529 

San  Francisco  2003 

$       686 

S 

1,144 

$   1,830 

s 

2,288 

San  Francisco  2002 

$        646 

s 

1,076 

$   1,722 

s 

2,152 

BR  =  bedrooms;  AMI  =  area  median  income  (HUD) 
Ca.  minimum  wage  =  $6.75/hour;  S.F.  living  wage  =  $9.00/hour 
"Affordable"  rents:  standard  of  housing  costs  of  no  more  than  30%  of  income 
Source:  National  Low  Income  Housing  Coalition,  "Out  of  Reach"  2002  &  2003. 
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While  homelessness  continues  to  be  an  important  and  visible  problem  in  San  Francisco, 
it  represents  the  extreme  end  of  a  spectrum  of  problems  reflecting  the  intersection  of 
lack  of  affordable  housing,  incomes  below  minimal  subsistence  needs,  and  in  some 
cases  behavioral,  mental  and  physical  problems  (see  map,  Figure  4-23,  which  shows  the 
proximity  of  serious  violence  to  low  income  areas,  as  indicated  by  low-income  housing). 
This  population  continues  to  be  very  difficult  to  monitor  statistically.  The  table  here 
presents  data  on  the  characteristics  of  a  large  sample  of  homeless  and  near-homeless 
persons,  for  a  study  done  by  the  University  of  California,  San  Francisco. 


Table  3-3. 


Characteristics  of  a  Sample  of  Homeless  and  Marginally  Housed  Persons,  San  Francisco  1996 


YAxAe  sample 

2,508 

100% 

SF  resident  >  1  yr. 

2,087 

83% 

Biological  sex 

Institutional  history 

Male 

1,958 

78% 

Prison  (ever) 

600 

24% 

Race/ethnicity 

Among  non-MSM  IDU* 

282 

40% 

African  American 

1,133 

45% 

Psychiatric  hosp.  (ever) 

555 

22% 

White 

1,006 

40% 

Hispanic 

147 

6% 

Health  conditions 

Asian/Pac.  I. 

117 

5% 

Pes.  TB  test  (ever) 

79' 

32% 

Age  30+ 

2,228 

89% 

HIV+ 

11% 

Education 

Syphilis  dx  (ever) 

!'■ 

8;: 

12th  grade  + 

1,846 

74% 

<1 2th  grade 

659 

26% 

Health  risk  behavior 

IDU  (ever) 

1,033 

41% 

Housing 

Sex  trade  (ever) 

679 

27% 

Currently  homeless 

1,084 

43% 

Needle  share  (ever) 

59' 

24% 

Chronic  homelessness" 

1,301 

52% 

MSM(ever) 

475 

19% 

*  Percent  of  non-MSM  ever-injecticn  drug  users  having  gone  to  prison. 
**  Chronic  homelessness  defined  as  a  history  of  >12  months  being  homeless, 
source:  MJ  Robertson,  RA  Clark,  ED  Chariebois,  J  Tulsky,  H  Long,  DR  Bangsberg.  AR  Ntoss. 
"HIV  Seroprevalence  Among  Homeless  and  Marginally  Housed  Adults  in  San  Frandsco,"  ms  (2003). 
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Racial  disparities 


The  distribution  of  income  varies  greatly  by  ethnicity/race,  as  shown  in  Figure  3-4. 
Almost  three-fifths  of  white  households  have  incomes  above  $75,000,  but  less  than  a 
quarter  of  African-American  or  Latino  households  had  incomes  that  high.  At  the  lower 
end,  55  percent  of  African-American  households  had  incomes  below  $40,000,  compared 
to  18  percent  of  white  households  with  incomes  that  low.  The  California  Budget  Project 
had  estimated  that  an  income  above  $50,000  was  needed  for  a  family  with  2  children  to 
live  minimally  comfortably  in  San  Francisco. 


Figure  3-4. 


Household  Income  Distribution  by  Ethnicity/Race 

San  Francisco,  2000 


ALL  SAN  FRANCISCO 


Cental  American 
AFRICAN  AMERICAN  (NH) 
MORE  THAN  1  RACE  (NH) 


60  80  100 

Percent  of  Households 


Source:  US  Census  2000 
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Each  ethnicity  in  San  Francisco  has  higher  per  capita  income  than  in  California  as  a 
whole  (whites  are  $30,000  higher,  Hispanics  are  $5,900  higher),  but  Asian  and  African- 
American  median  household  incomes  are  lower  than  the  State's  (Table  3-4). 


Table  3-4. 


Income  and  poverty  measures  by  ethnicity/race,  San  Francisco  and  California  2000 

Median  Below 

Per  capita  income  household  income  poverty 

S.F.  Cal.  S.F.  Cal.  S.F. 


White 

$ 

51,'tBh 

S 

31.700 

$ 

65,431 

$ 

53.734 

7.7% 

Asian 

S 

22,357 

s 

22,050 

$ 

49,596 

S 

55.366 

10.9% 

Latino  or  Hispanic 

$ 

18.584 

s 

11,674 

$ 

46,553 

$ 

36,532 

15.6% 

African  American 

$ 

19,275 

s 

17,447 

$ 

29,640 

s 

34,956 

25.1% 

All 

$ 

34,556 

$ 

22,711 

$ 

55,221 

$ 

47,493 

11.3% 

Asian  refers  only  to  Asians  and  excludes  Pacific  Islanders 
Source:  US  Census  2000 

Transportation 


Transportation  affects  health  in  a  variety  of  ways,  including  traffic  safety,  air  and  noise 
pollution,  social  isolation  or  interaction,  exercise,  and  time  pressures.  Table  3.5  shows 
data  from  2002  about  the  means  by  which  San  Franciscans  travel  to  work. 


Table  3.5 

Means  of  Travel  to  Work,  San  Francisco  2002 

Means  of  Travel  Percent     Number  LCI,  UCI 


Total: 

100.0 

395,542 

389,148 

401,936 

Car,  truck,  or  van: 

51.0 

201,819 

194,744 

208,894 

Drove  alone 

42.3 

167,510 

160,443 

174,577 

Carpooled 

8.7 

34,309 

30,715 

37,903 

Public  transportation: 

30.8 

121,854 

116,228 

127,481 

Bus  or  trolley  bus 

22.6 

89,235 

83,750 

94,720 

Physically  Active 

10.2 

40,165 

n  a 

n  a 

Walked 

8.0 

31,742 

28,117 

35,367 

Bicycle 

2.1 

8,423 

6,649 

10,197 

Worked  at  home 

6.5 

25,908 

23,118 

28,698 

Workers  16  years  and  over 

LCI,  UCI:  lower,  upper  95%  confidence  intervals 

Numbers  estimated  from  12  monthly  surveys 

Source:  US  Census,  American  Community  Survey  2002 
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Access  to  food 


Lacking  assured  access  to  adequate  food  through  socially  appropriate  means  is  called 
"food  insecurity."  The  California  Health  Interview  Survey  measured  this  in  2001  for 
those  it  surveyed  that  were  at  or  below  200  percent  of  the  federal  poverty  level  (e.g., 
$36,200  for  two  parents  with  two  children,  which  is  $8,120  more  than  the  income  from 
two  full-time  minimum  wage  jobs).  The  results  showed  that,  for  San  Francisco, 
approximately  28.8  percent  said  they  struggled  to  regularly  provide  food.  This  included 
approximately  9.4  percent  who  experienced  physical  hunger  sensations. 

Small  sample  sizes  prevented  breaking  these  data  down  further  for  parts  of  San 
Francisco's  population,  so  statewide  levels  by  major  ethnicity/race  group  are  shown  in 
Figure  3-5. 


Figure  3-5. 


Food  Insecurity 
San  Francisco  and  California,  2001 


■    Food  insecure  with  hunger 
□   Food  insecure  without  hunger 


i_ 


Source:  GG  Harrison,  DiSogra  CA,  Manalo-LeClair  G,  Aguayo  J,  Yen  W.  "Over  2.2  Million  Low- 
Income  California  Adults  are  Food  Insecure;  658,000  Suffer  Hunger."  UCLA  Center  for  Health 
Policy  Research,  1 1/05/02  rev. 
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Physical  Environment 

Air  Quality 


There  are  many  aspects  of  the  physical  and  social  environment  that  impact  people's 
health  and  well-being.  An  aspect  of  the  physical  environment  for  which  the  Department 
has  monitoring  data  is  air  quality.  The  federal  Clean  Air  Act  directs  the  Environmental 
Protection  Agency  (EPA)  to  implement  health  based  standards  for  certain  air  pollutants, 
including  ozone,  nitrogen  dioxide,  and  particulate  matter  (PMi0,  particulate  matter  less 
than  10  microns  in  diameter,  and  PM25,  particulate  matter  less  than  2.5  microns  in 
diameter.)  The  ozone  and  nitrogen  dioxide  standards  were  not  exceeded  over  the  last 
four  years,  but  larger  particulates  (PM10)  exceeded  the  state  standard  (which  is  stricter 
than  the  federal  standard)  on  15  days  over  the  past  four  years,  compared  to  6  days 
exceeded  in  the  previous  four  years.  San  Francisco  exceeded  the  newer  federal 
standard  for  smaller  particulates  (PM25)  on  4  days  in  2002.   Particulate  matter  can  make 
asthma  and  other  respiratory  problems  worse. 


Table  3-6. 


San  Francisco  Air  Quality  Monitoring  Data,  1999-2002 


SF 


SF 


Measure 


Standard       1999        2000 


SF     Bay  Area 
2002  2002 


.09  ppm* 
.12  ppm* 


OZONE 

Maximum  Hourly 

Days  >  state  standard 

Days  >  national  standard 

Highest  day  measured  (ppm)  0.08 

3  year  average 

*{Days  wilh  1  measurement  greater  than  the  state  (0  09  parts  pe 
Daily  8-Hour  Averages 

Days  >  national  standard  .08  ppm  0 

Highest  day  measured  (ppm)  0.06 

3  year  average 

'(Days  w   1  8-hour  period  greater  than  the  national  8-hour  standard  of  0 


0 

0 

0 

0 

0 

0 

0.06 

0  06 

0  05 
0.0 

illion)  or 

national 

(0 

12 

ppm)  standard 

0 

(i  04 


NITROGEN  DIOXIDE 

Days  >  state  standard 

.25  ppm'  (1  hr.) 

0 

0 

0 

0 

0 

Annual  average 

.053  (nat'l) 

0.021 

0.020 

0.019 

Highest  day  measured 

0.10 

0.07 

0  07 

0.08 

"  (Days  w   1  measurement  greate 

than  the  state  hourly 

standard  of  0  25  parts  per  millio 

n) 

PARTICULATES  (PM,0) 

State  standard 

50  ug/m3 

Days  >  standard  (measured)" 

6 

2 

5 

2 

6 

Days  >  standard  (calculated)" 

36 

12 

24 

12 

Annual  average  (geo.  mean) 

30  ug/m3 

22  6 

21.6 

26  8 

21  0 

National  standard 

150  pg/m3 

Days  >  standard  (measured) 

0 

0 

0 

0 

0 

Days  >  standard  (calculated) 

0 

0 

0 

0 

Annual  average 

50  ug/m3 

26.4 

24 

24.7 

Highest  day  measured 

78 

63 

65 

74 

PARTICULATES  (PM!5) 

National  standard 

Days  >  national  standard 

65  pg/m3 

4 

5 

Highest  day  measured 

70 

3  year  average 

48 

Annual  average 

15  pg/m3 

13  1 

3  year  average 

11.9 

ug/m     =  micrograms  per  cubic  meter;  ppm  =  parts  per  million. 
'(Days  with  a  measurement  greater  than  the  standard,  in  micrograms  per  cubic  meter.   State 
and  national  averages  differ  because  state  calculates  a  geometric  mean,  and  national  uses  arithmetic  r 
"  (Measured  days  are  those  with  actual  measurements  exceeding  standards   Measurements  typically 
collected  every  6  days.  Calculated  days  are  expected  number  had  measurements  been  taken  daily.) 
Source.  Overview  of  Health  in  SF  2002 ;  Air  Quality  Board.  "Bay  Area  Air  Pollution  Summary-2002". 
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Behavioral  Risk  Factors 

Smoking 


According  to  the  Surgeon  General,  "cigarette  smoking  is  the  leading  preventable  cause 
of  disease  and  death  in  the  United  States."  Although  the  rates  of  smoking  in  California 
are  lower  than  the  national  average,  smoking  is  still  one  of  the  major  contributing 
factors  in  California's  disease  and  death  rates. 

Figure  3-6  shows  that  tobacco  use  varies  among  ethnic  groups,  age  groups,  between 
the  sexes,  and  among  income  and  educational  levels.  Men  smoke  more  than  women. 
Whites  and  African  Americans  have  the  highest  rates  of  smoking.  Generally,  lower 
income  has  been  associated  with  greater  smoking  rates  in  most  state  and  national 
surveys.  The  lack  of  an  income  gradient  in  these  recent  survey  data  for  San  Francisco 
needs  to  be  confirmed,  but  if  it  reflects  a  true  change  in  smoking  patterns  it  may  be  a 
result  of  the  differential  effect  of  anti-smoking  campaigns,  including  increased  tobacco 
taxes,  on  lower-income  people. 


Figure  3-6. 


Percent  Current  and  PastSmokers 
San  Francisco,  2001 


■    Current  sm  oker 
□    Past  sm  oker 


60 
Percent 


Source:  California  Health  Inventory  Survey 
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Physical  inactivity 


After  tobacco  exposure,  physical  inactivity  is  now  considered  the  second  leading 
determinant  of  death  in  the  U.S.  A  recent  Surgeon  General's  report  on  physical 
inactivity  states  that  people  who  are  inactive  can  improve  their  health  and  reduce  their 
risk  of  developing  or  dying  from  heart  disease,  diabetes,  high  blood  pressure,  and  colon 
cancer  by  becoming  even  moderately  active  on  a  regular  basis. 

Figure  3-7  shows  that  in  San  Francisco,  the  overall  level  of  inactivity  is  the  same  as  for 
the  State,  but  there  are  substantial  differences  in  degree  of  lack  of  physical  activity  by 
demographic  category.  The  significant  differences  are  that  males  are  less  inactive  than 
females;  whites  are  less  inactive  than  the  other  ethnic  groups;  and  the  highest  income 
group  is  much  less  inactive  than  any  of  the  lower  income  groups. 


Figure  3-7. 


Percent  of  Adults  with  No  Moderate  or  Vigorous  Activity 

San  Francisco,  2001 


Source:  California  Health  Inventory  Survey 
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Diet 


Lack  of  a  healthy  diet  has  been  linked  to  an  ever-larger  share  of  mortality  in  the  U.S., 
both  because  of  greater  knowledge  about  the  impact  of  diet  on  many  health  conditions, 
and  because  of  diet's  contribution  to  the  epidemic  of  obesity  in  the  U.S.   Healthy  People 
2010  provides  specific  objectives  for  the  consumption  of  fruits  (75%  of  the  population 
should  consume  fruit  at  least  twice  a  day)  and  vegetables  (50%  of  the  population 
should  consume  at  least  three  daily  servings  of  vegetables,  with  at  least  one-third  being 
dark  green  or  orange  vegetables).   Figure  3-8  shows  the  need  for  improvement  across 
all  demographic  groups.  The  significant  differences  among  these  group  are:  males  have 
a  higher  percent  than  females,  whites  are  higher  than  Asians,  and  those  with  incomes 
above  three  times  the  federal  poverty  level  have  a  higher  percent  than  those  with 
incomes  below  poverty. 

Figure  3-8. 


Percent  Eating  5  or  More  Fruits  &  Vegetables  Daily 

San  Francisco,  2001 


Source:  California  Health  Inventory  Survey 
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Alcohol  and  other  drugs 


Although  death  rates  due  to  drug  overdose  have  recently  declined,  alcohol  and  drug- 
related  mortality  and  morbidity  continue  to  pose  a  significant  public  health  crisis  for  San 
Francisco.  Table  3-7  shows  how  highly  four  main  alcohol  and  drug-related  causes  of 
death  and  disability  rank  among  all  causes  in  San  Francisco. 


Table  3-7. 


Outcome 


Ranking  of  Main  Alcohol  and  Drug-Related  Causes  of  Death 
by  San  Francisco  Measures  of  Overall  Mortality  and  Morbidity 


Measure:  Years  of  Life  Lost  (YLL) 

Year:  2000-2001 

All  SF         Male      Female 


Average  YLL  Disability  Adjusted  Life  Years 

per  death  2001 

All  SF  All  SF  Male         Female 


Poisoning  5  4                                              3  13  7 
Alcohol  use  (psychiatric  diagnosis)  14  6  2  13 
Cirrhosis  of  liver  11  10                                              7  16  14                  15 
Drug  use  (psychiatric  diagnosis)  18  15 
..Out  of  number  ranked:  (top  20)     (top  10)      (top  10) (top  12)  (top  20)  (top  15)         (top  15) 


Source:  SFDPH,  Community  Health  Epidemiology  &  Disease  Control 


The  overall  rankings  for  these  measures  of  the  burden  of  disease  and  injury  in  San 
Francisco  are  presented  in  Chapter  4.  Years  of  Life  Lost  is  a  measure  of  overall 
premature  mortality;  Average  Years  of  Life  Lost  is  a  measure  of  the  comparative  youth 
of  people  dying  from  each  cause:  and  Disability  Adjusted  Life  Years  is  a  measure  of  the 
combined  toll  of  premature  mortality  plus  time  lived  at  less  than  good  health  due  to 
each  cause. 

The  National  Institute  on  Drug  Abuse  (NIDA)  and  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  (NIAA)  studied  the  economic  costs  associated  with  alcohol  and 
drug  abuse.  The  study  estimated  that  costs  were  $246  billion  in  1992  (the  most  recent 
year  for  which  data  were  available).  A  large  part  of  treatment  costs  were  for  drug  and 
alcohol  related  hospitalizations.  The  NIDA  /NIAAA  study  estimated  that  half  of  the  $246 
billion  spent  in  1992  on  drug  and  alcohol  abuse  related  expenses  were  for  drug-related 
crime.  In  addition  to  costs,  drug  and  alcohol  abuse  are  responsible  for  a  great  loss  life 
among  young  people. 

Diagnoses  for  use  of  drugs  and  alcohol  made  in  nearly  12,000  admissions  shown  in 
Table  3-8)  included  cases  where  the  drugs  or  alcohol-related  problem  was  the  main 
cause  of  hospitalization  (primary  diagnosis  of  alcohol  and/or  drugs,  almost  1500 
admissions),  as  well  as  many  more  cases  where  drugs  and  alcohol  were  a  contributing 
factor  to  treatment  during  the  hospitalizations  (any  alcohol  or  drug  diagnosis). 
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Table  3-8. 


Indicator 


Alcohol  &  Drug  Indicators:   A.  Health  Indicators 

YEAR  1999- 

2000 

1996        1997       1998       1999      2000        1998-99 


Deaths  due  to  drugs 

By  ICD-10  coding* 

- 

178 

138 

-22% 

By  ICD-9  coding*:  Opiates 

35 

34 

40 

Other 

133 

117 

136 

Alcohol-related  deaths 

By  ICD-10  coding* 

102 

117 

15% 

By  ICD-9  coding*:  entirely  attributable  to  alcohol 

101 

129 

117 

Partly  attributable  to  alcohol 

382 

389 

364 

AIDS  cases  diagnosed 

Total  AIDS  cases 

1056 

775 

579 

516 

459 

-11% 

IVDU  AIDS  cases 

149 

109 

97 

160 

157 

-2% 

Hepatitis,  Type  B 

61 

57 

62 

61 

54 

-11% 

*  Deaths  were  coded  with  ICD-9  codes  through  1998,  and  with  ICD-10  codes  from  1999  on. 

Alcohol  &  Drug  Indicators:   B.  Treatment 


Indicator 


YEAR 


1997       1998       1999      2000 


1999- 

2000 

1998-99 


CADDS 

Primary  drug  admissions 

Total  admissions 
Number  injecting 
Primary  alcohol  admissions 


13,559     13,452    14,820    17,035   16,151  -5% 

8,048       7,812      9,060    10,169     9,492  -7% 

3,464       3,728      3,622      4,807     4,536  -6% 


Hospital  discharges 
Alcohol  related 

Total,  primary  diagnosis 

Alcohol  related,  any  diagnosis* 

Alcohol  depend  syndrome 
Non-depend  use 
Alcohol  liver  damage 
Alcohol  psychoses 
Drug  related 

Total,  primary  diagnosis 
Drug  related,  any  diagnosis* 
Heroin/opiates 
Cocaine 
Amphetamine 
Cannabis 
Barbiturates 

Total  primary  diagnosis  alcohol  &  drug  discharges 

Total  discharges,  any  alcohol  or  drug  diagnosis* 


708 

893 

828 

1,048 

1,027 

-2% 

4,306 

4,700 

4,757 

4,693 

4,898 

4% 

2,008 

2,156 

2,009 

1,820 

1,894 

4% 

637 

771 

910 

923 

959 

4% 

857 

857 

890 

873 

1,010 

16% 

628 

709 

808 

926 

901 

-3% 

476 

388 

409 

394 

457 

16% 

6,413 

6,941 

7,432 

7,776 

6,993 

-10% 

2,579 

2,820 

3,074 

3,421 

2,563 

-25% 

1,375 

1,512 

1,727 

1,820 

1,882 

3% 

549 

667 

594 

520 

620 

19% 

194 

285 

315 

259 

420 

62% 

70 

60 

93 

106 

91 

-14% 

1,184 

1,281 

1,237 

1,442 

1,484 

3% 

10,719 

11,641 

12,189 

12,469 

11,891 

-5% 
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Access  to  Health  Care 


Access  to  health  care  services  is  a  significant  issue  in  San  Francisco,  as  it  is  throughout 
California  and  the  rest  of  the  nation. 

Uninsured 


A  common  indicator  of  access  to  health  care  services  is  the  availability  of  health 
insurance.  Studies  have  shown  that  the  uninsured  were  less  likely  to  have  a  usual 
source  of  health  care  or  to  have  seen  a  doctor  in  the  past  year.  They  were  also  more 
likely  to  have  delayed  or  not  gotten  health  care  they  thought  they  needed.   National 
studies  indicate  that  the  recent  recession  has  seen  an  increase  in  the  number  of 
uninsured  in  the  U.S. 

Generally  in  California,  as  in  the  rest  of  the  U.S.,  whites  have  the  lowest  percent 
uninsured,  African  Americans  and  Asians  have  higher  percents,  and  Hispanics  have  the 
highest  percentage  uninsured.  The  data  for  San  Francisco  from  the  California  Health 
Interview  Survey  are  in  line  with  these  findings.   Figure  3-9  illustrates  that  about  a  fifth 
of  San  Francisco's  adult  population  lacked  insurance  for  some  or  all  of  the  past  year,  and 
that  having  income  above  300  percent  of  the  federal  poverty  level  is  associated  with  a 
higher  likelihood  of  having  been  continuously  insured. 


Figure  3-9. 


Percent  of  Adults  Insured  for  Past  12  Months 
San  Francisco,  2001 


Source:  California 
Health  Inventory 
Survey 
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Prenatal  care 


Pregnant  women  should  begin  prenatal  care  in  the  first  trimester;  later  entry  into  care  is 
generally  associated  with  worse  perinatal  and  infant  health  outcomes.   Figure  3-10 
shows  that  Pacific  Island  (98  births)  and  African-American  women  (664  births)  have  the 
highest  percentages  of  late  prenatal  care,  followed  by  Hispanic  and  Filipina  women.  The 
percentage  for  Native  Americans  is  unreliable,  since  it  is  based  on  only  17  births. 


Figure  3-10. 


Late  Prenatal  Care  by  Mother's  Ethnicity 
San  Francisco  2001 
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Figure  3-11. 


Child  Immunization  Rates 
5  =  -  r-  =  -cisco  2002 
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Dental  care 


Figure  3-12  illustrates  that  access  to  dental  care  through  dental  insurance  for  adults  is 
most  heavily  influenced  by  income,  with  those  with  incomes  below  300  percent  of  the 
FPL  significantly  less  likely  to  have  dental  insurance  than  those  with  incomes  above  that 
level. 

Figure  3-12. 


Percent  of  Adults  with  Dental  Insurance 
San  Francisco,  2001 


Source:  California  Health  Inventory  Survey 


San  Francisco  Department  of  Public  Health 


44 


FY  2002-2003  Annual  Report 


Chapter  4  -  The  Health  of  San  Franciscans 


The  Health  of  San  Franciscans 

Overall  Burden  of  Disease 

This  chapter  examines  measures  which  reflect  aspects  of  the  overall  health  of  the 
population,  based  on  mortality  and/or  the  impact  of  ill  health  on  the  living  (which  can  be 
measured  using  a  number  of  dimensions,  such  as  disability,  health-related  quality  of  life, 
or  self-assessed  health). 


Mortality 


Mortality  is  defined  as  "all  deaths  reported  in  a  given  population"  {National  Library  of 
Medicine).   Mortality  data  provide  a  rich  source  of  information  about  a  city's  health. 
Each  death  certificate  includes  the  cause  of  death,  age,  sex,  race/ethnicity,  and  zip 
code.  The  State  aggregates  these  data  and  makes  them  available  to  localities.  The 
available  data  allow  for  an  analysis  of  life  expectancy,  age-adjusted  death  rates,  death 
rates  by  age  group,  comparisons  with  California,  and  years  of  life  lost  to  each  of  the 
leading  causes  of  death. 


Life  expectancy 

Life  expectancy  at  birth  is  a  measure  of  how  long  a  baby  born  now  could  be  expected  to 
live  if  he  or  she  grew  up  being  subject  to  current  mortality  rates.  As  such  it  is  a  good 
summary  measure  of  mortality  differences  in  a  group  over  time  or  among  groups. 

Figure  4-1. 

Life  Expectancy  at  Birth  by  Sex  &  Ethnicity 
San  Francisco.  2000 
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Life  expectancy  in  San  Francisco,  as  in  California  and  the  United  States,  has  been 
increasing  in  recent  years.   But  as  Figure  4-1  shows,  there  are  still  marked  disparities 
both  across  ethnicities  and  between  men  and  women  within  each  ethnicity.  African 
Americans  have  the  lowest  life  expectancy  and  highest  mortality  for  each  sex,  followed 
by  whites.  Other  Asian  (non-Chinese)  females  have  the  greatest  life  expectancy.  The 
figure  clearly  shows  that  the  difference  between  sexes  is  least  among  Chinese.  Chinese 
and  Other  Asian  males  have  similar  life  expectancies,  but  Chinese  females  have  much 
shorter  life  expectancies  than  Other  Asian  females. 


Death  rates:  Overall  (age  adjusted) 

Age-adjusted  death  rates  are  another  measure  of  the  overall  force  of  mortality, 
expressed  in  a  way  that  allows  comparisons  across  groups  whose  populations  differ  in 
size  and  age.   Death  rates  for  males  were  more  than  a  third  higher  than  those  for 
females.  These  overall  rates  also  show  African-American  mortality  to  be  highest  for 
males  and  females,  followed  by  that  of  white  males  and  females.  Asian  and  Hispanic 
mortality  is  the  lowest. 

Figure  4-2  shows  a  profile  of  relative  mortality  among  the  major  sex-and-ethnicity 
groups  that  is  not  unique  to  San  Francisco,  but  is  also  reflected  in  patterns  for  the  State 
and  for  several  surrounding  counties. 

Figure  4-2. 


Age  Adjusted  Death  Rate  by  Sex  &  Ethnicity, 
San  Francisco  2000 
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Source:  SFDPH,  Community  Health  Epidemiology  &  Disease  Control 
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Death  rates:  by  age  group 

Table  4-1  shows  that  male  mortality  is  greater  than  that  of  females  in  every  age  group. 
This  disparity  is  generally  lowest  during  youth,  when  rates  are  lowest.   It  is  most 
marked  during  the  ages  from  15  through  45,  when  men's  greater  mortality  from  injuries 
especially  contributes  to  the  differential. 


Table  4-1. 

Age-Specific  Death  Rates  by  Sex  and  Ethnicity/Race,  San  Francisco  2000 


Age  Group 

0-- 

1 

5  14 

15  . 

>9 

30-44 

45-59 

60 

59 

70-79 

80  + 

MALE 

SF  Male 

165 

9 

25 

1 

89 

4 

246 

7 

822 

4 

1804 

0 

3805 

•■ 

10950.2 

White  NH 

152 

9 

■1 

7 

■ 

259 

3 

925 

7 

2170 

• 

4394 

: 

12295.9 

Chinese  NH 

0 

0 

0 

0 

74 

' 

99 

• 

352 

1 

1147 

1 

3249 

1 

10501.0 

Oth.  As. /PI 

NH  294 

1 

72 

9 

5 

74 

0 

450 

5 

1199 

5 

2335 

■1 

8940.1 

Latino 

211 

0 

29 

0 

■•■1 

1 

210 

5 

807 

3 

1577 

0 

3753 

0 

8882.1 

Black  NH 

460 

s 

52 

3 

468 

3 

861 

■ 

1913 

. 

3433 

3 

5815 

A 

10148.8 

FEMALE 

SF  Female 

110 

7 

1  9 

7 

» 

4 

84 

• 

366 

4 

940 

3 

2261 

5 

8991.0 

White  NH 

92 

7 

61 

9 

20 

7 

54 

8 

403 

5 

1113 

2 

2774 

/ 

10452.6 

Chinese  NH 

159 

5 

12 

3 

13 

•1 

66 

0 

223 

3 

607 

4 

1864 

■ 

8097.3 

Oth.  As. /PI 

NH   57 

2 

0 

0 

40 

3 

74 

3 

195 

8 

644 

6 

1395 

5 

4469.6 

Latina 

141 

9 

0 

0 

36 

1 

94 

s 

338 

7 

898 

0 

1650 

9 

7524.9 

Black  NH 

138 

8 

.'. 

0 

1  ''1 

4 

373 

1 

948 

'. 

2053 

5 

3303 

1 

9357.1 

NH=Non -Hispanic 

Data    sources:    Death    records,    census    2000;    calculated  by   SFDPH 
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Premature  death:  Years  of  life  lost  (YLLs) 

The  Department  also  analyzes  premature  mortality  based  on  the  measure  of  expected 
"years  of  life  lost"  (YLLs).  This  measure  subtracts  the  person's  age  at  death  from  the 
life  expectancy  for  someone  that  age  in  a  standard  population,  so  the  younger  the  age 
at  death,  the  greater  the  YLLs.  Since  many  younger  deaths  could  be  prevented  or 
postponed,  this  measure  of  premature  mortality  also  emphasizes  prevention. 

Figure  4.3  shows  the  15  leading  specific  causes  of  premature  mortality  for  San  Francisco 
for  2000.  The  leading  cause  is  ischemic  heart  disease,  followed  by  AIDS,  stroke,  lung 
cancer,  and  drug  poisoning.  AIDS  and  drug  poisoning  rank  so  high  here  because  of  a 
combination  of  the  number  of  deaths  involved,  plus  the  fact  that  so  many  of  them  are  to 
relatively  younger  people. 

Of  the  list  of  15  causes,  men  contribute  more  YLLs  to  the  total  than  do  women  for  all 
but  the  15th  cause,  breast  cancer. 


Figure  4-3. 


Leading  Causes  of  Years  of  Life  Lost, 
San  Francisco,  2000-2001 
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Self-Assessed  General  Health 


This  measure  provides  information  about  people's  general  overall  health,  based  on  their 
own  assessments.   In  Figure  4-4,  San  Franciscans  report  their  health  as  fair  or  poor 
about  as  often  as  all  Californians  surveyed  did  in  2001.   Males  report  less  than  good 
health  slightly  less  than  females  do.  Whites  report  less  than  good  health  much  less  than 
other  ethnicities.  There  is  also  a  strong  relationship  evident  between  income  level  and 
general  health,  with  each  level  above  poverty  status  reporting  decreasingly  low 
proportions  of  less  than  good  health. 


Figure  4-4. 


Self-Reported  Fair  or  Poor  Health, 
San  Francisco,  2001 


Source:  SFDPH,  Community  Health  Epidemiology  &  Disease  Control 
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Disability 


Measures  of  disability  reflect  the  extent  to  which  the  population  suffers  from  ongoing 
health  problems,  which  can  be  defined  in  a  variety  of  ways  as  impairing  their  capacity  to 
perform  physical  or  social  activities  or  functions. 

Figure  4-5  uses  data  from  the  2000  Census  and  shows  self-reported  numbers  of  San 
Franciscans  over  age  4  with  disabilities,  by  type  of  reported  disability.  These  figures  do 
not  necessarily  reflect  an  evaluation  against  a  medical  or  program  eligibility  standard. 
The  total  of  280,350  people,  which  is  well  over  a  third  of  San  Francisco's  population, 
includes: 

♦  3,936  people  ages  5-15; 

♦  176,974  ages  16  through  64;  and 

♦  99,440  ages  65  or  above. 

Figure  4-5. 


Persons  with  Disabilities  by  Type 
San  Francisco,  2000 


Source:  US  Census  2000 
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Disability  Adjusted  Life  Years  (DALYs) 


Disability  Adjusted  Life  Years  (DALYs)  are  a  summary  measure  of  the  overall  burden  of 
disease  and  injury  in  a  population.   DALYs  were  developed  by  the  World  Health 
Organization  and  combine  years  lost  to  premature  mortality  (years  of  life  lost,  YLL)  and 
the  number  of  years  lived  in  less  than  good  health  with  a  disabling  condition  (YLD).  The 
measure  allows  health  evidence  to  be  used  to  estimate  the  largest  contributors  to 
reduced  years  of  healthy  life  due  to  disease,  injury,  disability,  and  death. 

Figure  4-6  shows  that  in  2001  the  four  leading  contributors  to  DALYs  in  San  Francisco 
were  depression,  alcoholism,  heart  disease,  and  HIV/AIDS.   Depression,  alcoholism, 
dementias,  sense  organ  disorders,  and  osteoarthritis  are  among  the  leading  contributors 
to  the  burden  of  disease  in  San  Francisco  due  largely  or  wholly  to  the  amount  of 
disability,  rather  than  mortality,  they  cause. 

Figure  4-6. 


Leading  Causes  of  DALYs, 
San  Francisco,  2001 
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Among  males,  alcohol  use  disorder,  HIV/ AIDS,  depression,  and  ischemic  heart  disease 
were  the  leading  contributors.  Among  females,  depression  was  by  far  the  leading 
contributor,  followed  by  heart  disease  and  alcohol  use  disorder. 

Leading  Causes  of  DALYs, 
San  Francisco  Males,  2001 


Figure  4-7. 
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San  Francisco's  "County  Profile" 


Table  4-2  presents  data  from  the  California  Department  of  Health  Services  profile  of 
counties  for  San  Francisco  for  1999-2001.  The  Rank  Order  column  compares  San 
Francisco  with  other  counties  in  California  (the  lowest  county  rate  is  rank  #1;  the 
highest  county  rate  is  rank  #58).  San  Francisco's  overall  age-adjusted  death  rate  and 
the  rates  of  coronary  heart  disease;  diabetes  and  all  cancers  are  lower  than  the  State's. 
The  rate  of  drug-related  deaths  in  San  Francisco  is  double  that  of  California.  Among  all 
counties,  San  Francisco  has  the  highest  incidence  of  AIDS,  syphilis,  and  tuberculosis. 

Table  4-2. 

SAN  FRANCISCO  COUNTY'S   HEALTH   STATUS   PROFILE   FOR  2003 


RANK 
ORDER 


1999-2001  STATEWIDE 

DEATHS  CRUDE   AGE-ADJUSTED      95%  CONF.  LIMITS    AGE-ADJUSTED        NATL 

(AVE./YR.)    DEATH  RATE         DEATH  RATE      LOWER  ,  UPPER  DEATH  RATE  OBJ. 


12    ALL  CAUSES  (1999-2001  AVERAGE) 


6.534.0 


824  ' 


3'  5 


651.6  .  711.3 


760.0 


23  CORONARY  HEART  DISEASE 

23  CEREBROVASCULAR  DISEASE 

16  DIABETES 

9  ALL  CANCERS 

6         LUNG  CANCER 

8         FEMALE  BREAST  CANCER 
AIDS 

26  UNINTENTIONAL  INJURIES 

4         MOTOR  VEHICLE  ACCIDENTS 

52  HOMICIDE 

27  SUICIDE 

51  DRUG-RELATED  DEATHS 

13  FIREARM  INJURIES 


1,528.3 
574.7 
136.7 

1,507.3 
370.3 
95  7 


281.3 
54.0 
55.3 

94.0 

153.7 
49  3 


193.0 

72.6 

17  3 
190.3 
46.8 
25  1 


70 

11  9 


54  5 

146.7 

162.3 

57  2 

52.5 

61.9 

14  4 

12.0 

16.8 

61.3 

153.1 

169.5 

19.9 

35.8 

44.0 

18.6 

14.8 

22.4 

32  3 

28.4 

30  1 

6  8 

4.9 

8  7 

7.6 

55 

9  7 

11.0  7 

8.7 

13.2 

■74 

14.6 

20.2 

(58 

4  8 

8.7 

194.3 

166.0 

61  2 

4-  : 

20  7 

n/a1 

176.1 

159.9 

45.9 

44.9 

24.5 

22  .) 

27.2 

17  5 

10  3 

92 

MORBIDITY 

1999-2001 

STATEWIDE 

RANK 

CASES 

CRUDE 

95%  CONF.  LIMITS 

CRUDE  CASE 

NATL 

ORDER 

(AVERAGE) 

CASE  RATE 

LOWER  ,  UPPER 

RATE 

OBJ. 

58 

AIDS  INCIDENCE  (AGE  13  AND  OVER;        502.00 

78.64 

71.76  .  85.52 

16.35 

1  00 

58 

TUBERCULOSIS  INCIDENCE                          195.67 

24.70 

21.24  .  28.17 

9.85 

1  00 

57 

CHLAMYDIA  INCIDENCE                              2,949.33 

372.37 

358.93  .  385.81 

271.59 

N/A 

88 

SYPHILIS  INCIDENCE                                        73.33 

9.26 

7.14  .  11.38 

1.11 

:  2; 

:  Nat'l  Obj:  National  Objective 
N/E:  National  Objective  for  the  Year  2010  has  not  been  established. 
N/A:  Prevalence  data  are  not  available  in  California. 

N/A1 :  National  Objective  is  based  on  both  underlying  and  contributing  cause  of  death  which  requires  use  of  multiple  cause  of  death 
data  files.  A  comparison  was  not  made  because  these  files  are  not  yet  available  in  California  for  this  time  period. 
"    Rate  or  percent  unreliable;  relative  standard  error  greater  than  or  equal  to  23%. 
Note:  Crude  death  rates,  crude  case  rates,  and  age-adjusted  death  rates  are  per  100,000  population. 
Data  sources:  Department  of  Health  Services:  Center  for  Health  Statistics.  Birth  and  Death  Statistical  Master  Files.  1999-2001,  and  Birth  Cohort  Files 
1997,  1999.  and  2000;  Division  of  Communicable  Disease  Control.  Office  of  Statistics  and  Surveillance:  Office  of  AIDS,  AIDS  Case  Registry 
Department  of  Finance:  2000  Population  Estimates  with  Age  ,  Sex  and  Race/Ethnic  Detail.  December  1998. 
Department  of  Finance:  State  Census  Data  Center.  Census  2000,  Summary  Tape  File  3.  P87. 
Source:   Ca.  Dept.  of  Health  Services,  from  County  Health  Profiles  2003 
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NON-COMMUNICABLE  DISEASE 


In  2000,  non-communicable  diseases  were  responsible  for  5,400  deaths,  or  83.5  percent 
of  all  deaths  of  San  Franciscans.  The  overall  numbers  of  deaths  and  age-adjusted  death 
rates  for  non-communicable  diseases  are  shown  below  in  Table  4-3. 


Table  4-3.  Non-Communicable  Disease  Death  Rates  by  Sex,  San  Francisco  2000 


All 

Males 

Females 


Deaths 


5,400 
2,714 
2,686 


Adjusted  Death  Rate 


640.3 
777.0 
532.2 


Overweight 


Being  overweight  increases  the  risk  of  numerous  health  problems,  including 
hypertension,  diabetes,  heart  disease,  and  breast  cancer.   Nationally,  overweight  has 
been  increasing  at  an  alarming  rate,  and  is  therefore  receiving  attention  as  an  emerging 
national  health  priority.  If  this  major  health  problem  is  to  be  addressed  in  San 
Francisco,  there  will  need  to  be  an  increase  in  opportunities  for  physical  activity  and 
easy  access  to  healthy  food  in  all  areas  of  the  City. 

Percent  Obese  &  Overweight 
San  Francisco,  2001 


Figure  4-8. 


Source:  California  Health 
Inventory  Survey 
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Overweight  is  defined  as  having  a  body  mass  index  (BMI,  ratio  of  weight  to  height 
squared)  over  25  but  less  than  30;  a  BMI  over  30  is  defined  as  obese.  CHIS  survey  data 
show  that,  while  San  Franciscans  are  less  obese  and  overweight  than  Californians  as  a 
whole,  about  40  percent  are  still  heavier  than  is  considered  healthy.   A  higher 
percentage  of  males  than  females,  and  of  African  Americans  than  other  ethnicities,  are 
overweight  or  obese. 


Figure  4-9. 


Health  Conditions  by  Weight  Status 
San  Francisco,  2001 
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Cardiovascular  disease 


Cardiovascular  Disease  has  been  the  leading  cause  of  death  in  the  U.S.  every  year  since 
1900  except  1918.   In  1999  it  killed  almost  a  million  people  nationally.  It  represented 
40  percent  of  all  deaths,  impacting  more  women  than  men.  An  estimated  62  million 
Americans  have  some  form  of  CVD,  including  high  blood  pressure  (50  million),  coronary 
heart  disease,  stroke,  and  congestive  heart  failure.  The  numbers  and  age-adjusted 
death  rates  for  major  cardiovascular  disease  in  2000  are  shown  in  Table  4-4. 

Table  4-4. 

Death  and  death  rates  from  major  cardiovascular  diseases,  San  Francisco  2000. 

Cardiovascular  Disease      All  S.F.  Males  Females 

Deaths         Rate Deaths         Rate Deaths         Rate 

Ischemic. heart  dis.                1293           152.1 
Cerebrovascular.dis                588  68.8 

Hypertensive. heart  dis.            256  30.3 

Inflammatory. heart  dis. 88 10.5 


672 

197.1 

621 

117.5 

249 

73.6 

339 

63.7 

122 

34.9 

134 

25.8 

60 

16.2 

28 

6.0 

Ischemic  heart  disease 

Ischemic  heart  disease  (IHD,  also  called  coronary  heart  disease)  is  the  leading 
contributor  of  years  of  life  lost  for  both  men  and  women,  and  the  leading  cause  of  death 
in  terms  of  both  rates  and  numbers  of  deaths,  and  the  third  leading  cause  of  DALYs. 
San  Francisco's  death  rate  for  1999-2000  combined  was  159.2,  significantly  lower  than 
California's  rate  of  201.5  (see  "Coronary  Heart  Disease"  in  "County  Health  Status 
Profile",  Table  4-2). 

Ischemic  Heart  Disease  Death  Rate  by  Sex  &  Ethnicity 
„„„  San  Francisco  2000 


Figure  4-10. 


In  2000  alone  there  were 
1,293  deaths  of  San 
Franciscans  (out  of  6,468 
total).   IHD  rates  here,  as 
elsewhere,  are  declining, 
but  there  continue  to  be 
large  disparities  by  sex  and 
ethnicity.  Smoking,  diet 
(especially  fats),  lack  of 
exercise,  overweight,  and 
stress  are  risk  factors  for 
IHD,  and  dietary  factors  can 
start  the  disease  process 
early  in  life.   Interventions 
in  any  of  these  factors  at 
any  age  can  decrease  risk. 

Source:  SFDPH,  Community 
Health  Epidemiology  & 
Disease  Control 
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Stroke 

Cerebrovascular  disease  or  stroke  was  the  third  leading  cause  of  years  of  life  lost  in  San 
Francisco  in  2000-2001,  and  the  seventh  leading  cause  of  DALYs  in  2001.   Figure  4-11 
shows  that  the  stroke  death  rate  for  San  Francisco  in  1999-2000  was  slightly,  not 
significantly,  below  California's,  60.4  compared  to  63.3  respectively.  Stroke  mortality 
rates  are  highest  for  African-American  men  and  women,  intermediary  for  white  and 
Asian  men  and  women,  and  much  lower  for  Hispanics.   Rates  for  males  of  each  ethnicity 
are  higher  than  those  of  females. 

Tobacco,  physical  inactivity,  poor  diet,  and  drugs  are  among  the  risk  factors  for  stroke. 
Fatalities  from  strokes  that  do  occur  could  be  reduced  if  more  people  recognized  the 
warning  signs  and  sought  immediate  help  when  they  occurred. 


Figure  4-11. 


Cerebrovascular  Disease  Death  Rates  by  Sex  &  Ethnicity 

San  Francisco  2000 


Source:  SFDPH,  Community  Health  Epidemiology  &  Disease  Control 
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Diabetes 


Diabetes  prevalence  has  been  increasing  alarmingly  in  the  U.S.  over  the  past  decade, 
and  for  people  at  younger  ages.  Youth  are  now  being  diagnosed  with  what  was  once 
called  "adult  onset  diabetes." 

Diabetes  ranked  10th  among  San  Francisco's  leading  causes  of  disability  adjusted  life 
years.  People  with  diabetes  are  2  to  4  times  as  likely  to  die  from  coronary  heart  disease 
and  twice  as  likely  to  die  from  stroke  as  people  without  diabetes.  More  than  80  percent 
of  people  with  diabetes  die  from  some  form  of  cardiovascular  disease.  The  age- 
adjusted  rate  for  the  588  deaths  whose  underlying  cause  was  attributed  to  diabetes  in 
2000  was  68.8  overall,  73.6  for  males,  and  63.7  for  females. 

Figure  4-12  illustrates  CHIS  survey  data  which  shows  San  Francisco  to  have  a  lower 
percent  of  its  population  diagnosed  with  diabetes.  The  prevalence  for  females  is  greater 
than  for  males;  for  African  Americans  is  greater  than  for  other  ethnicities;  and  there  is  a 
gradient  by  income:  the  less  income,  the  higher  the  prevalence  of  diabetes. 


Figure  4-12. 


Percent  Ever  Diagnosed  with  Diabetes 
San  Francisco,  2001 
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High  blood  pressure 


High  blood  pressure,  or  hypertension,  is  among  the  leading  causes  of  DALYs  (the  15th 
leading  cause  in  2001),  and  is  also  a  major  risk  factor  for  ischemic  heart  disease,  and 
stroke.   Figure  4-13  shows  that  almost  half  of  the  African  Americans  surveyed  in  San 
Francisco  reported  having  been  diagnosed  with  high  blood  pressure,  far  higher  than  for 
any  other  group.   People  in  the  lowest  income  households  also  have  significantly  higher 
levels  of  diagnosed  high  blood  pressure  than  those  at  higher  income  levels. 


Figure  4-13. 


Percent  Ever  Diagnosed  with  High  Blood  Pressure 
San  Francisco,  2001 


Source:  California  Health  Inventory  Survey 
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Cancer 


For  this  period  (1996-2000),  prostate  cancer  was  the  leading  cause  of  new  cancer  cases 
(incidence)  among  men,  and  breast  cancer  among  women,  overall  and  for  all  ethnicities. 
Lung  and  colorectal  cancers  are  the  second  and  third  leading  causes  of  new  cancer 
cases.  However,  lung  cancer  (about  90  percent  of  which  is  attributable  to  exposure  to 
tobacco  smoke)  was  the  leading  cause  of  death  (both  most  deaths,  and  highest  death 
rates)  for  both  sexes  and  for  all  ethnicities. 

Among  females,  breast  cancer  had  almost  triple  the  incidence  of  lung  and  colorectal 
cancers,  but  the  death  rate  from  lung  cancer  was  more  than  twice  that  of  colorectal 
cancer,  and  a  third  higher  than  breast  cancer.  Among  males,  there  was  twice  the  rate 
of  prostate  cancer  as  lung  cancer,  and  more  than  twice  the  rate  of  colorectal  cancer,  but 
the  lung  cancer  mortality  rate  was  more  than  twice  that  rate  for  both  colorectal  and 
prostate  cancer.   For  almost  all  sites  and  ethnicities,  rates  of  both  incidence  and 
mortality  are  higher  for  males  than  for  females. 

There  is  significant  variation  in  incidence  and  mortality  for  the  leading  cancer  sites  by 
ethnicity/race,  as  shown  in  the  table.  Cancer  incidence  is  higher  overall  for  African 
Americans  and  whites  than  for  Latinos  and  Asians.  Overall  mortality  rates  within  each 
gender  are  highest  for  African  Americans,  followed  by  whites. 

Table  4-5. 

San  Francisco  Leading   Cancer  Incidence  Rates  by  Sex  and  Site,  1996-2000 

MALES  ALL  MALES  ETHNICITY-SPECIFIC  RATES 

Rank  Site  Cases        Rate  LCI   ,  UCI  White      Asian/P.I.      Latino    Afric.-An 


ALL 

10,555 

539.1 

528.8 

,  549.6 

"645.4 

380.8 

362.5 

"768.2 

1 

Prostate 

2,887 

150.7 

145.2 

,   156.3 

"1758 

89.0 

106.1 

"275.3 

2 

Lung 

1,436 

74.5 

70.7 

,  78.5 

•76.1 

•70.4 

36.5 

"131.3 

3 

Colorectal  (invasive) 

1,142 

59.9 

56.4 

,  63.5 

65.9* 

55.4* 

34.5 

77.4* 

4 

Non-Hodgkin's  lymphoma 

696 

33.0 

30.6 

,  35.6 

—47.5 

13.8 

*304 

5 

Bladder 

453 

24  0 

21.9 

,  26.4 

—36.7 

11.5 

10.8 

18.1 

6 

Liver 

361 

17.9 

16.1 

,   199 

11.8 

27.1* 

12  5 

22.5* 

7 

Kaposi's  sarcoma 

378 

16.1 

14.5 

,   17.8 

22.5* 

2.7 

14.9* 

22.8* 

8 

Stomach 

285 

15.1 

13.4 

■   17 

12.3 

16.1 

18.9 

24.2* 

9 

Leukemia 

259 

13.6 

11.9 

,   15.4 

17. 1* 

106 

8  1 

16.0 

10 

Pancreas 

207 

10.8 

9.4 

,    1  2  4 

11.6 

9.0 

16.9 

1  6  9 

FEMALES 

ALL  FEMALES 

ETHNICITY-SPECIFIC  RATES 

Rank 

Site 

Cases 

Rate 

LCI 

,  UCI 

White 

Asian/PI 

Latino    Afric 

-Am. 

ALL 

8,943 

370  5 

362.7 

,  378.5 

—464  6 

290.8 

266.2 

"364.8 

! 

Breast  (invasive) 

2,701 

116.5 

112.1 

,   121.1 

155.4* 

82.7 

71.8 

104.7* 

2 

Colorectal  (invasive) 

1,148 

44.0 

41.4 

,  46.7 

48.8* 

42.2* 

38  4 

44.3* 

3 

Lung 

1,031 

40.7 

38.2 

,  43.4 

*516 

31.0 

23  4 

—53.7 

4 

Breast  (in  situ) 

662 

29.3 

27.1 

,  31.7 

•35.1 

24.8 

19.1 

30.3 

5 

Corpus  uteri 

508 

3  1   I 

19.8 

,  23.8 

27.7* 

16.9 

16 

18.7 

6 

Ovarian 

348 

15.2 

13.6 

,   17 

—21.4 

10.3 

1 0  2 

10  4 

7 

Non-Hodgkin's  lymphoma 

338 

13.8 

12.3 

,   15.4 

152 

11.0 

15.1 

12.7 

8 

Pancreas 

229 

8.6 

7.5 

,  9.8 

9.4 

5.9 

8.5 

14.1* 

9 

Stomach 

.'(14 

7.8 

6.8 

,  9.1 

6.0 

11.1* 

7.8 

6.9 

10 

Bladder 

202 

7.7 

6.7  , 

9.0 

•9.9 

4.8 

5.1 

8.2 

Rates  are  per  100,000,  age  adjusted  to  standard  US  2000  population,  LCI, UCI:  lower,  upper  95%  confidence  interval. 
*"'  Signifcantly  higher  than  all  other  ethnicity  groups  of  this  sex 
**  Significantly  higher  than  next  lowest  group  of  this  sex 
"  Significantly  higher  than  other  group(s)  of  this  sex 

Source:  No.  Ca.  Cancer  Center,  Cancer  Incidence  and  Mortaltiy  in  the  Greater  San  Francisco  Bay  Area  1988-2000. 
(2003).   http://www.nccc  org/ResearchandTraining/pubs/research_CRpubs_annualreports. html 
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From  1996  through  2000,  the  top  five  causes  of  mortality  for  both  men  and  women 
stayed  the  same  as  were  in  last  year's  report,  covering  1995  through  1999.  The 
incidence  of  Kaposi's  sarcoma  continues  to  drop  among  males;  now  it  is  sixth  in  rank. 
Note  however  that  rates  shown  here  cannot  be  compared  with  earlier  reports,  because 
of  the  use  of  a  new  standard  for  age  adjustment. 


Table  4-6. 

San  Francisco  Leading  Cancer  Mortality  Rates  by  Sex  and  Site,  1996-2000 


MALES 


Rank 


Site 


ALL  MALES 
Deaths        Rate 


LCI   ,  UCI 


ETHNICITY-SPECIFIC  RATES 

White       Asian/PI       Latino     Afric. 


ALL 

4.012 

2124 

219.2 

"233.1 

172  3 

157.2 

"348.4 

1 

Lung 

1,057 

55.7 

52.4 

59.2 

"56.9 

•50.3 

33.7 

"98.4 

2 

Colorectal  (invasive) 

414 

22.5 

20.4 

24.8 

*25.3 

18  5 

13.8 

*36.6 

3 

Prostate 

376 

21.4 

19.3 

23.8 

*25.9 

9.4 

14.3 

"58.0 

4 

Liver 

258 

12.8 

11.3 

14.6 

82 

*18.4 

11  8 

•19.6 

5 

Non-Hodgkin's  lymphoma 

202 

10.3 

8.9 

11.9 

*13.9 

6.4 

9.2 

6.8 

6 

Stomach 

184 

9  9 

8.5 

11.5 

7  1 

99 

*14.8 

•20.7 

7 

Pancreas 

189 

9.9 

8  6 

11.5 

*11.8 

68 

10  5 

1  4  0 

8 

Leukemia 

157 

8.4 

7.1 

9.9 

•11.0 

6.7 

4.0 

1  1  0 

9 

Brain  and  nervous  system 

110 

5  5 

4.5 

6.6 

7.1 

3  7 

4  5 

4.6 

10 

Bladder 

79 

4.4 

3.5 

5.5 

*6.2 

2.6 

FEMALES 

ALL  FEMALES 

ETHNICITY-SPECIFIC  RATES 

Rank 

Site 

Deaths 

Rate 

LCI 

UCI 

White 

Asian/PI 

Latino     Afric 

-Am 

ALL 

3,527 

135.3 

130.7 

140.0 

"161.8 

101.5 

92.0 

'193.1 

1 

Lung 

757 

28.9 

26.9 

31.1 

*36.2 

21.3 

14  2 

*45.3 

2 

Breast 

516 

21.0 

19.2 

23.0 

*28.2 

11.1 

11.7 

•34.9 

3 

Colorectal  (invasive) 

418 

14.9 

13.5 

16.5 

16.8 

13.7 

7  0 

19.9 

4 

Pancreas 

208 

7.6 

6.6 

8.8 

87 

5.4 

58 

•12.2 

5 

Ovarian 

167 

6  7 

5.7 

7  9 

9.3* 

3  6 

6.1 

6  5 

6 

Non-Hodgkin's  lymphoma 

154 

5.7 

4  8 

6.7 

6  5 

4.3 

6  1 

5  0 

7 

Leukemia 

130 

5.1 

4.2 

6.2 

*7.3 

3.4 

3  3 

6.6 

8 

Stomach 

122 

4.5 

3.8 

5  5 

3.7 

5  6 

4  5 

4.8 

9 

Liver 

82 

3  9 

2.5 

4  1 

1  6 

•5  7 

3  1 

- 

10 

Brain  and  nervous  system 

63 

2.6 

20 

3.4 

•3.9 

1.4 

1.8 

- 

Rates  are  per  100,000,  age  adjusted  to  standard  US  2000  population.  LCI, UCI:  lower,  upper  95%  confidence  interval. 
"•  Signifcantly  higher  than  all  other  ethnicity  groups  of  this  sex 
"  Significantly  higher  than  next  lowest  group  of  this  sex 
'  Significantly  higher  than  other  group(s)  of  this  sex 

Source:  No.  Ca.  Cancer  Center,  Cancer  Incidence  and  Mortaltiy  in  the  Greater  San  Francisco  Bay  Area  1988-2000. 
(2003).  http://www.nccc.org/ResearchandTraining/pubs/research_CRpubs_annualreports.html 


San  Francisco  Department  of  Public  Health 


61 


FY  2002-2003  Annual  Report 


Chapter  4  -  The  Health  of  San  Franciscans 


Asthma 


Asthma  ranked  20th  among  contributors  to  overall  burden  of  disease  in  2001  DALYs. 
Nationally,  prevalence  of  asthma  has  been  reported  to  have  increased  significantly 
during  the  past  decade.   Prevalence  rate  estimates  for  California,  shown  in  Figure  4-14, 
were  about  11.5  percent  overall  in  2000.   It  indicates  highest  prevalence  among  whites 
and  African  Americans,  about  twice  that  of  the  lowest  group,  Hispanics. 

Asthma  hospitalization  rates  for  both  the  City  and  the  State,  however,  show  something 
different.  African-American  children  under  age  15  had  the  highest  hospitalization  rates 
for  1995-1997  (rate  of  664  per  100,000  children),  followed  by  Hispanic  children  (rate  of 
351);  across  all  ages,  African  Americans  had  the  highest  hospitalization  rate  rate  of 
463). 1  Asthma  hospitalizations  are  in  significant  part  preventable  with  better  access  to 
and  use  of  primary  care.   Long-term  environmental  interventions,  along  with  medical 
management,  can  significantly  reduce  the  burden  of  asthma. 

The  data  shown  in  Figure  4-14,  from  the  CHIS  survey,  uses  a  broader  question  about 
occurrence  of  asthma  ("ever  diagnosed",  rather  than  recent  active  episodes  of 
symptoms)  than  are  used  in  many  reports  of  population  prevalence  estimates  for  the 
disease.   None  of  the  inter-group  differences  for  San  Francisco  were  statistically 
significant. 


Figure  4-14. 


Percent  Ever  Diagnosed  with  Asthma 
San  Francisco,  2001 


1  Ca.  Dept.  of  Health  Services,  County  Asthma  Hospitalization  Chart  Book  2000;  cited  in 
Overview  of  Health  in  San  Francsico,  2001. 
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Arthritis 


Although  it  is  not  itself  a  cause  of  death,  osteoarthritis  is  ranked  as  the  condition  making 
the  11th  largest  contribution  to  the  overall  burden  of  disease  in  San  Francisco,  as 
measured  by  DALYs.   It  was  the  sixth  leading  cause  among  women.   Of  those  who  had 
been  diagnosed  with  arthritis,  26  percent  reported  having  a  lot  of  limitations  due  to  it, 
and  another  26  percent  reported  moderate  limitations. 

Although  San  Francisco's  prevalence  was  significantly  lower  than  California's,  about  one- 
sixth  of  adults  surveyed,  an  estimated  100,000  people,  reported  having  been  diagnosed 
with  arthritis.  The  percentage  is  significantly  higher  for  females  than  males,  for  African 
Americans  than  for  all  the  other  ethnicity/ race  groups,  and  for  those  with  incomes 
greater  than  300  percent  of  the  federal  poverty  level  than  for  those  below  poverty  level. 
Latino  prevalence  was  significantly  lower  than  that  of  whites  or  African  Americans. 


Figure  4-15. 


Percent  Ever  Diagnosed  with  Arthritis 
San  Francisco,  2001 
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Communicable  Disease 

Communicable  diseases  caused  just  under  10  percent  of  San  Francisco  deaths  in  2000. 
The  largest  contributors  to  mortality  are  HIV/ AIDS  and  lower  respiratory  infections.  A 
number  of  other  infections,  such  as  tuberculosis,  the  hepatitises,  and  sexually 
transmitted  diseases  (STDs)  are  also  especially  important  because  of  the  long-term 
threats  they  can  pose  to  the  health  of  those  already  infected,  as  well  as  others  to  whom 
they  can  be  transmitted. 

Table  4-7.  Communicable  Disease  Death  Rates  by  Sex,  San  Francisco  2000 


All 

Males 

Females 


Deaths 
630 
402 
228 


Age  Adjusted  Death  Rate 

108.0 
46.1 


HIV/AIDS 


Figure  4-16  shows  that  AIDS  deaths  and  newly  diagnosed  cases  continue  to  decline 
from  the  early  1990s,  continuing  the  benefit  from  combination  therapy  on  survival. 
However,  the  drop  in  cases  has  leveled  off  in  recent  years.   Moreover,  sexual  risk 
behavior,  STDs  and  HIV  incidence  have  been  increasing  in  men  having  sex  with  men 
(MSM). 

Figure  4-16. 

Deaths,  New  Cases,  and  People  Living  with  AIDS 
San  Francisco,  1980-2002 
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Source:  SFDPH,  HIV/AIDS  Epidemiology  Annual  Report  2002. 
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Figure  4-17  shows  increases  in  survival  among  all  groups  with  AIDS,  but  survival  was 
still  somewhat  worse  among  African  Americans  than  other  ethnicities,  and  injection  drug 
users  (IDUs)  than  other  risk  groups.   For  those  diagnosed  between  1996  and  2002, 
survival  to  60  months  (5  years)  after  diagnosis  was  65  percent  for  African  Americans, 
compared  to  75  percent  for  whites  and  more  for  the  other  ethnicities.   Five-year  survival 
was  71  percent  for  MSM  IDU,  65  percent  for  other  IDU,  and  82  percent  for  non-IDU 
MSM  and  heterosexuals.   Lower  survival  may  partly  reflect  lower  use  of  Highly  Active 
Anti-Retroviral  Therapy  (HAART)  therapy  drugs.  Worse  survival  among  IDUs  may  also 
reflect  increased  mortality  from  other  causes. 


Figure  4-17.  (a)  Survival  by  Risk  Group 


(b)  Survival  by  Ethnicity/Race 


Survival  for  Persons  Diagnosed  with  AIDS  by  Risk          Survival  for  Persons  Diagnosed  with  AIDS  by  Ethnicity/Race 
San  Francisco,  1996-2002  San  Francisco,  1996-2002 


MSM(N=3097) 

•-•    IDU(N=679) 

MSM&IDU(N=689) 

Heterosexual  (N=1 47) 


1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1- 

0   5   10  15  20  25  30  35  40  45  50  55  60  65  70  75 


White  (N=2,910) 

■-•  African  American  (N=923) 

■  Latino  (N=665) 

Asian/Pad.  (N=2 10) 


"1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 r- 

0   5   10  15  20  25  30  35  40  45  50  55  60  65  70  75 


Months  of  Survival 

Source:  SFDPH,  HIV/AIDS  Epidemiology  Annual  Report  2002. 


Months  of  Survival 


HAART  use  increased  survival  for  all  groups,  but  was  more  common  among  MSM  (76%) 
and  heterosexuals  (75%)  with  AIDS  than  among  heterosexual  injection  drug  users 
(63%).   Its  use  was  also  less  common  among  African  Americans  and  Latinos  (70%) 
than  among  whites  (75%)  or  Asians  (79%).  These  differences  in  treatment  are 
reflected  in  survival  across  risk  and  ethnicity  groups. 
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Data,  shown  in  Figure  4-18,  on  the  sharp  increase  in  these  sexually  transmitted  diseases 
(STDs)  are  a  great  concern,  because  these  STDs  are  markers  of  high  risk  sexual 
behavior,  and  also  increase  the  risk  of  getting  and  spreading  HIV.  The  gonorrhea  data 
are  believed  likely  to  be  under-reported. 


Figure  4-18. 


Selected  STD  Cases 

Among  MSM 

San  Francisco,  1997-2002 
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Source:  SFDPH,  HIV/AIDS  Epidemiology  Annual  Report  2002. 
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Sexually  transmitted  diseases 


The  sharp  rise  in  syphilis  cases  which  began  in  mid-2000  has  continued,  as  can  be  seen 
in  Figure  4-19.   Rectal  gonorrhea,  which  has  been  increasing  in  San  Francisco  since 
1995,  appears  to  have  leveled  off  since  early  2002.  These  cases  are  thought  to  be 
concentrated  among  both  MSM  and  also  among  young  heterosexual  men  and  women  in 
the  southeast  part  of  city. 

Chlamydia  increased  over  the  previous  six  years,  through  2002,  which  was  thought  to 
be  due  to  both  increased  screening  (chlamydia  screening  of  sexually  active  women  aged 
15-25  was  adopted  as  a  HEDIS  "quality  of  care  indicator")  as  well  as  increased 
prevalence. 


Figure  4-19. 


Selected  STD  Cases 
San  Francisco, 1999-2003 
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Tuberculosis 


The  long-term  decline  in  number  of  tuberculosis  (TB)  cases  continued  in  2002;  the  146 
cases  was  the  lowest  number  of  cases  in  the  past  20  years.  San  Francisco's  rate  (18.4 
per  100,000)  is  still  three  times  the  national  average  (5.6  in  2001).  Two-thirds  of  new 
cases  occur  among  the  foreign-born  (90%  of  which  have  immigrated  from  China,  the 
Philippines,  and  Southeast  Asia).  The  decrease  in  2002  cases  was  entirely  due  to  a 
decrease,  from  136  to  100,  in  the  number  of  foreign-born  cases. 

Rates  are  highest  among  Asians  (but  have  been  declining),  followed  by  African 
Americans.  Of  the  25  cases  among  African  Americans,  80  percent  were  homeless,  60 
percent  were  HIV-infected,  and  half  were  both. 


Figure  4-20. 


Tuberculosis  Cases 
San  Francisco, 1980-2002 
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Source:  SFDPH,  Profile  of  Tuberculosis  San  Francisco  2002. 
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Figure  4-21  shows  that  while  total  cases  declined  in  2002,  homeless  cases  increased  by 
15,  to  38  (26%).  The  number  of  cases  co-infected  with  HIV  reversed  its  10-year 
decline,  and  increased  from  13  to  29  cases.  The  proportion  of  reported  drug  users  also 
increased  after  declining  the  previous  year,  with  80  percent  of  drug  and  alcohol  using  TB 
cases  also  being  homeless.  The  increases  in  drug  and  alcohol  use  and  HIV  infection 
among  TB  cases  in  2002  is  due  to  the  increase  in  homeless  people  with  TB. 

Fifteen  percent  (n=18)  of  the  120  culture-positive  TB  cases  were  resistant  to  at  least 
one  drug.   Four  of  these  cases  showed  multi-drug  resistance;  none  of  these  were  due  to 
acquired  drug  resistance. 


Figure  4-21. 

Characteristics  of  Tuberculosis  Cases 
San  Francisco,  1998-2002 
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Source:  SFDPH,  Profile  of  Tuberculosis  San  Francisco  2002 
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Injuries 


In  2000,  6.7  percent  of  all  residents'  deaths  (435  deaths)  were  due  to  injuries. 


Table  4-8.  Deaths  from  Injuries,  San  Francisco  2000 


r.i.i  ,■■. 

Females 

Total 

Deaths 

Death  Rate 

Deaths 

Death  Rate 

Deaths 

Injuries 

320 

76.6 

115 

27 

435 

Unintentional  Injuries 

202 

49.1 

87 

20.7 

.\8H 

Poisonings 

91 

20.4 

18 

4  2 

109 

Road  Traffic  Accidents 

36 

8  'i 

.M 

5.9 

','t 

Falls 

28 

7  7 

18 

3  8 

41, 

Intentional  Injuries 

118 

27.5 

28 

h4 

141, 

Self-inflicted  Injuries 

76 

17.8 

19 

4.2 

)', 

Violence 

41 

9.5 

9 

2.1 

50 

Res/dents  and  non-residents 

Hundreds  of  thousands  of  non-San  Francisco  residents  spend  time  in  the  City  each  day, 
as  workers  or  visitors  to  its  stores,  services,  and  tourist  attractions.  These  people  are 
subject  to  being  injured  or  killed  here,  as  San  Francisco  residents  are  when  they  travel 
elsewhere.   Injury  rates  can  be  calculated  for  residents,  because  it  is  known  for  the 
City's  residential  population.   It  is  impossible  to  know  how  many  people  are  here  at  any 
time  and  therefore  it  is  impossible  to  compute  rates.  Thus  in  this  area  numbers  or 
proportions  of  injuries  by  characteristics  of  injury  or  injured  are  often  reported. 

Drug  poisoning  was  the  leading  mechanism  of  injury  death  for  residents  and  non- 
residents dying  here,  while  falls  was  the  leading  mechanism  for  both  residents  and  non- 
residents hospitalized  here,  based  on  1998  data. 

Unintentional  injuries 

Poisoning 

Poisoning  ranked  as  the  fourth  leading  cause  of  premature  mortality  (Years  of  Life  Lost, 
YLLs)  in  San  Francisco,  and  third  among  males.  While  this  category  includes  accidental 
poisoning  from  toxic  household  substances  and  prescribed  and  over-the-counter  drugs, 
the  great  majority  of  poisoning  deaths  in  San  Francisco  are  due  to  drug  abuse.  Of  the 
91  deaths  to  males  in  2000,  55  were  to  white  men  and  25  to  African-American  men; 
their  age-adjusted  rates  were  25.2  and  78.5,  respectively. 
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Motor  vehicle  injuries:  Pedestrian  injuries 

The  number  of  people  killed  and  injured  in  motor  vehicle  accidents  has  remained  fairly 
level  over  the  five  years  through  2000,  as  has  the  contribution  of  driving  under  the 
influence  (DUI)  to  these  injuries.   DUI  continues  to  be  a  much  larger  contributor  to  more 
severe  accidents,  involving  fatalities,  than  to  non-fatal  injury  accidents. 

These  figures  cover  all  injuries  involving  motor  vehicles.   Because  San  Francisco  is  an 
urban  county,  its  overall  motor  vehicle  accident  rate  is  low;  its  death  rate  of  6.8  for 
1999-2001  ranked  fourth  lowest  among  California  counties.   In  2000,  33  of  the  49 
people  killed  in  San  Francisco  in  motor  vehicle  accidents  were  pedestrians.  The  map  in 
Figure  4-22  shows  the  location  of  pedestrian  injuries  for  1999-2001. 

Figure  4-22. 


All  Pedestrian  Injuries  in  San  Francisco 
Jan  1999  to  Dec  2001 
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Intentional  injuries 


Intentional  injuries  include  those  that  are  self-inflicted  (suicides  and  attempts)  and 
inflicted  on  others  (homicides  and  assaults).  In  2001,  San  Francisco  had  somewhat 
higher  rates  for  both  than  either  the  State  or  the  nation  (Table  4-9). 


Table  4-9. 

Intentional  Injury  Death  Rates  for  San  Francisco,  California  and  the  U.S.,  2001 

S.F.  Ca.  U.S. 


Intentional  Injuries 

19.5 

16.0 

16.7 

Suicide 

12.0 

9.6 

10.6 

Homicide 

7.5 

6.4 

6.1 

Source:  SFDPH,  San  Francisco  Violent  Injury  Reporting  System  (SFVIRS) 

Among  counties  with  populations  over  500,000,  San  Francisco's  suicide  rate  in  2001  was 
the  highest,  while  its  homicide  rate  was  below  only  those  of  L.A.  (11.2)  and  San  Joaquin 
(8.9),  and  tied  with  Fresno's.  Use  of  firearms  for  intentional  deaths  was  lower  in  San 
Francisco  than  for  the  State  or  country,  both  for  homicide  (52.4%  compared  to  71.3% 
for  California  and  64.4%  for  the  U.S.)  and  especially  for  suicide  (15.1%  S.F.  compared 
to  46.9%  and  56.5%). 

Figure  4-23  shows  the  geographic  distribution  of  intentional  injuries  in  2001.  It  includes 
self-inflicted  injuries  and  assaults  by  others  that  resulted  in  injuries  or  death.  These 
data  are  not  strictly  comparable  to  mortality  data  for  homicide  and  suicide,  which 
include  San  Francisco  residents  regardless  of  where  the  fatal  event  occurred;  the  data 
shown  here  include  fatal  or  non-fatal  injuries  known  to  have  occurred  in  San  Francisco, 
regardless  of  where  the  victims  lived.  The  injury  data  include  all  requiring  inpatient 
admission  to  hospitals,  plus  gunshot  wounds  seen  in  hospital  emergency  departments 
even  if  not  admitted. 

Of  the  201  deaths,  there  were  126  suicides  and  66  homicides;  the  other  9  were  legal 
interventions  or  unknown.  Assaults  included  502  of  the  534  nonfatal  injuries,  and  26 
were  known  to  have  been  suicide  attempts. 

Figure  4-23  shows  the  heaviest  concentration  along  the  Market  and  Mission  St.  corridors 
and  in  the  Tenderloin,  with  other  concentrations  including  Haight  near  Golden  Gate 
Park,  North  Beach,  and  along  and  around  Third  Street  in  Bayview  Hunters  Point.  The 
areas  of  densest  concentration  on  this  map  are  within  areas  of  highest  residential 
density  and  lower  income,  as  reflected  by  the  location  of  low-income  housing  and 
housing  projects  in  the  same  areas. 
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Figure  4-23.  Intentional  Injuries  in  SF,  2001. 


A    Nonfatal  victim  n=534 

+    Fatal  victim  n=201 

n  Low-income  /  residential  housing 

O  Public  Housing 


Source:  SFDPH,  San  Francisco  Violent  Injury  Reporting  System 
(SFVIRS) 
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Violence 


The  number  of  homicides  in  San  Francisco  declined  from  a  cyclical  peak  of  134  in  1993 
to  64  in  1997,  and  has  hovered  between  59  and  71  from  then  through  2001.  The 
circumstances  of  homicides  over  the  decade  ending  in  2001  are  shown  by  sex  of  the 
victims  (Figure  4-24).  Arguments  or  fights  are  the  common  circumstance  for  both 
sexes,  but  domestic  violence  is  the  next  leading  cause  for  females.  More  than  four 
times  as  many  males  as  females  were  victims  of  homicide  during  this  period,  and  males 
were  at  least  two-thirds  of  the  victims  for  each  of  the  circumstances  shown  except  for 
domestic  violence;  females  were  victims  of  77  percent  of  the  domestic  violence  killings. 
Domestic  violence  is  the  second  leading  circumstance  of  death  among  women  murdered 
in  San  Francisco  over  the  past  decade.  Of  these  43  deaths,  86  percent  occurred  in  the 
victim's  own  or  shared  residence,  and  the  other  14  percent  occurred  in  the  street, 
parking  lots,  or  cars.  Firearms  were  used  in  39  percent  of  these  cases. 


Figure  4-24 


Circumstances  of  Homicides  by  Sex 
San  Francisco  1992-2001 


Source:  SFDPH.  San  Francisco  Violent  Injury  Reporting  System  (SFV1RS) 
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Mental  Health 

Mental  illness,  depression,  and  other  psychological  disorders 


Although  psychological  disorders  are  very  prevalent  and  take  a  large  toll  on  the  health 
and  well-being  of  the  population,  the  Department  lacks  direct  local  methods  for 
monitoring  the  range  of  mental  health  disorders  in  San  Francisco.   Estimates  for  the  U.S. 
population  over  age  18  are  that  in  a  given  year,  about  22  percent  have  a  diagnosable 
mental  disorder,  including  9.5  percent  with  a  depressive  disorder  (5%  having  a  major 
episode  in  any  year),  bipolar  disorder  and  schizophrenia  each  occurring  in  slightly  over  1 
percent,  and  about  13  percent  with  an  anxiety  disorder.2  The  Department  estimates 
that  the  number  one  and  two  contributors  to  the  overall  burden  of  disease  in  San 
Francisco  are  psychological:  unipolar  depression  and  alcohol-related  psychological 
disorders. 

Data,  as  shown  in  Figure  4-25,  asking  people  to  assess  the  extent  to  which  emotional 
problems  interfered  with  their  usual  work  show  that  about  a  fifth  of  the  population  has 
such  problems.  San  Francisco  reports  significantly  higher  levels  than  the  State  overall, 
for  both  sexes,  for  whites  and  Latinos,  and  for  the  two  higher  income  groups  (above 
200%  of  the  federal  poverty  level).  These  differences  could  reflect  higher  levels  of 
emotional  problems  in  our  population,  greater  willingness  to  recognize  or  report  such 
problems,  or  a  combination  of  such  factors. 


Figure  4-25 


Didn't  Do  Usual  Work  Due  to  Emotional  Problem, 

by  Social  and  Economic  Characteristics, 

San  Francisco  and  California,  2001 


Comparing  groups 
within  San  Francisco, 
women  have 
significantly  higher 
levels  than  men, 
Latinos  are  higher 
than  whites  and 
Asians,  and  those 
below  poverty  are 
higher  than  those 
above  300  percent 
of  the  poverty  level. 
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NIMH,  "The  Numbers  Count:  Mental  Disorders  in  America,"  pub  no.  01-4584,  Jan.  2001 
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Suicide 


San  Francisco's  suicide  rate  in  2001  was  higher  than  the  State's  and  the  country's,  and 
the  highest  among  California  counties  larger  than  a  half  million.  The  rate  for  males  is 
higher  than  that  for  females,  but  generally  the  numbers  involved  in  breakdowns  by  sex 
or  ethnicity/race  are  too  small  to  produce  rates  that  are  stable  or  reliable.   Figure  4-26 
shows  suicides  by  race  and  ethnicity. 


Figure  4-26. 


Suicides  by  Ethnicity 
San  Francisco,1997-2001 
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Source:  SFDPH,  Community  Health  Epidemiology  &  Disease  Control 
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Many  of  those  with  the  most  serious  needs  for  treatment  receive  it  through  the 
Department.  While  the  number  and  rate  of  clients  served  by  the  Department  went  up 
between  1994  and  2001  (by  35%,  compared  to  a  5%  population  increase  over  this 
period),  there  was  a  decrease  in  the  number  of  clients  who  had  a  crisis  episode  as 
shown  in  Figure  4-27.   Preventing  crisis  episodes  has  been  one  of  Community  Mental 
Health's  primary  goals.  These  data  may  reflect  an  increased  focus  on  more  intensive 
outpatient  and  case  management  services,  to  allow  clients  to  get  the  treatment  they 
need  before  a  crisis  occurs. 

Figure  4-27. 


SFDP  Mental  Health  Clients  by  Crisis  Status 
San  Francisco  1994-95  through  2001-02 


■    Clients  seen  thru  crisis 
□    Non-crisis  clients 


'94-95      '95-96      '96-97      '97-98 


I-99      '99-00      '00-01      '01-02 

Fiscal  Year 


Source:  SFDPH,  Community  Mental  Health  Services 

From  1990-1991  through  1999-2000,  San  Francisco  has  also  had  the  first  or  second 
highest  involuntary  detention  rate  among  California  counties;  the  1999-2000  rate,  135.2 
(per  10,000  adults)  is  almost  three  times  the  statewide  rate,  47.6.  Taken  together,  the 
data  from  suicide  rates,  CHIS  data,  and  involuntary  detentions  suggest  that  not  only  are 
mental  health  disorders  very  prevalent  in  the  population,  but  that  these  may  present  a 
larger  problem  in  San  Francisco  than  in  many  or  most  other  counties. 
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Maternal  and  Child  Health 

Births 


There  were  8,233  births  to  residents  in  2001.  The  distribution  by  ethnicity/race  of  the 
mother  is  shown  in  Figure  4-28.   Latinos  constitute  14  percent  of  the  population,  but  22 
percent  of  births;  whites  are  44  percent  of  the  population,  but  36  percent  of  births. 


Figure  4-28. 


Births  by  Mother's  Ethnicity/Race 
San  Francisco,  2001 
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Low  birth  weight 


Low  birth  weight  (birth  weight  less  than  2500  grams)  increases  infants'  risk  of  infant 
mortality  and  other  health  problems,  and  very  low  birth  weight  (birth  weight  less  than 
1500  grams)  increases  these  risks  even  more.   Figure  4-29  shows  that  in  San  Francisco, 
the  highest  rates  of  low  and  very  low  birth  weight  babies  are  born  to  African-American 
women  (excluding  the  last  column,  Native  Americans,  which  figure  is  based  on  only  17 
births). 


Figure  4-29. 


Low  Birthweight  by  Mother's  Ethnicity/Race 
San  Francisco,  2001 
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Infant  mortality 


Infant  mortality  is  widely  considered  to  be  a  core  indicator  of  a  community's  health 
status.  The  overall  infant  mortality  rate  for  San  Francisco  is  lower  than  that  for 
California  as  a  whole.  Small  numbers  of  deaths  makes  comparing  rates  by  ethnicity 
inherently  unreliable,  even  for  several  years  of  data.  However,  the  data  for  San 
Francisco,  as  shown  in  Table  4-10,  do  show  that  African-American  infant  mortality 
continues  to  be  elevated  compared  to  other  groups,  comparably  to  ethnic-specific  infant 
mortality  differences  for  the  State. 

Table  4-  io.  Infant  Death  Rates  by  Ethnicity,  SF  1997,  1999  and  2000 

SF  County  Ave.      SF  Cohort  CA  Cohort      National 

Rank  Deaths/Yr.    Death  Rate  LCI  ,  UCI  Death  Rate    Objective 


11 

ALL 

36 

4  3 

2.9  ,  5.7 

5.7 

4.5 

20 

ASIAN/OTHER 

10 

3.4  * 

1.3  ,  5.6 

5.3 

4.5 

46 

BLACK 

11.7 

15.1  * 

6.4  ,  23.7 

12.6 

4.5 

22 

HISPANIC 

70 

3.7  * 

1.0  ,  6.5 

5.4 

4.5 

10 

WHITE 

7  3 

2.7  * 

0.7  ,  4.6 

4.9 

4  5 

*  Rate  unreliable;  relative  std.  error  >=23% 

Rates  are  per  1,000  live  births,  age-adjusted  to  2000  population 

LCI=lower  95%  confidence  interval  for  birth  rate;  UCI=upper  95%  confidence  interval. 

Data  are  from  California  linked  birth-death  infant  cohort  for  1997,  1999,  &  2000  combined 

source:Ca  Dept.  Health  Services,  California  County  Health  Profiles  2003. 


Health  Disparities 

One  of  the  nation's  two  major  health  goals  for  the  year  2010  is  the  elimination  of  health 
disparities  among  segments  of  the  population.   Much  of  the  data  presented  here  shows 
such  differences  in  health  outcomes  and  in  the  conditions  that  most  influence  health,  by 
dimensions  of  ethnicity/race,  sex/gender,  and  socio-economic  position.  The  existence  of 
differences  based  on  these  characteristics  has  been  widely  reported. 


Sex/Gender  Disparities 


Table  4-11  shows  a  comparison  of  selected  health  measures  by  sex  or  gender.   In  most 
cases,  males  do  worse  than  females.  This  is  especially  true  of  mortality  measures  (note 
that  all  of  the  non-communicable  disease  and  injury  measures  are  for  deaths,  unless 
otherwise  noted).   Females  report  higher  levels  of  mental/emotional  problems,  but 
males  commit  suicide  more  often. 

With  respect  to  health-influencing  conditions,  males'  median  income  is  higher,  and 
according  to  CHIS,  they  are  less  inactive  and  are  more  likely  to  eat  adequate  fruits  and 
vegetables,  but  also  smoke  more.   Males  also  suffer  from  much  higher  levels  of  alcohol- 
and  drug-related  mortality.  The  factors  contributing  to  disparities  by  sex,  especially  the 
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markedly  higher  level  of  male  mortality  overall  and  for  so  many  different  leading  causes 
of  death,  are  complex  and  remain  to  be  adequately  explained. 


Table  4-11. 


Comparison  of  Health  Measures  by  Sex/Gender,  San  Francisco 


Male       Female 


M/F 
Ratio 


M-F 
Difference 


Data 
Source 


HEALTH 

Burden  of  Disease 

Life  Expectancy 

74.8 

82.2 

0.91 

-7.4 

years 

2000 

SFDPH 

Age-Adjusted  Death  Rate 

962.3 

605.3 

1.59 

35  7 

10A5 

2000 

SFDPH 

Age-Specific  Death  Rates 

varies  by  age 

1.22-2.91  varies 

10A5 

2000 

SFDPH 

Years  of  Life  Lost 

142,037 

81,862 

1.74 

60,175 

YLLs 

2000-2001 

SFDPH 

Fair/poor  health 

0.139 

0.159 

0  87 

-0.02 

% 

2001 

CHIS 

Disability  Adj'd  Life  Years 

69,237 

46,322 

1.49 

22,915 

DALYs 

2001 

SFDPH 

Non-Communicable  Disease 

777.0 

532.2 

1.46 

244.8 

10A5 

2000 

SFDPH 

Overweight 

11.4 

11.3 

1  01 

0.1 

% 

2001 

CHIS 

Ischemic  Heart  Disease  mortality 

197.1 

117.5 

1.68 

70  6 

10A5 

2000 

SFDPH 

Stroke  mortality 

73.6 

63.7 

1  16 

9.9 

10A5 

2000 

SFDPH 

Diabetes  diagnosis 

12.9 

14  1 

0  01 

■1   2 

% 

2001 

CHIS 

High  Blood  Pressure 

20.0 

22  2 

0  00 

-2  2 

% 

2001 

CHIS 

Cancer  mortality— Overall 

212.4 

135.3 

1.57 

77.1 

Hi'' 5 

1996-2000 

NCCC 

Lung 

55.7 

28.9 

1.93 

26.8 

16 -'5 

1996-2000 

NCCC 

Colorectal 

14.9 

1.51 

7.6 

10'5 

1996-2000 

NCCC 

Cancer  incidence-Overall 

539.1 

370.5 

1.46 

168.6 

10A5 

1996-2000 

NCCC 

Lung 

74.5 

40.7 

1.83 

33.8 

10A5 

1996-2000 

NCCC 

Colorectal 

;;,•)  \, 

44.0 

1.36 

15.9 

10A5 

1996-2000 

NCCC 

Asthma 

11.8 

11  4 

1  04 

0  4 

% 

2001 

CHIS 

Arthritis 

12.1 

20  6 

0.59 

-8  5 

% 

2001 

CHIS 

Cirrhosis  of  liver 

65 

22 

2.95 

43 

N 

2001 

SFDPH 

COPD 

155 

1  26 

1.23 

29 

N 

2001 

SFDPH 

Communicable  Disease 

107.3 

45.4 

2.36 

61.9 

10A5 

2000 

SFDPH 

AIDS  Deaths 

274 

20 

9.45 

24  5 

N 

2002 

SFDPH 

AIDS  cases 

392 

35 

11.20 

357 

10A5 

thru  2002 

SFDPH 

Tuberculosis  cases 

98 

48 

2.04 

50 

N 

2001 

SFDPH 

Iniuries 

76  6 

27  0 

2.84 

49.6 

10A5 

2001 

SFDPH 

Poisoning 

20  -1 

4.2 

4.86 

16.2 

10A5 

2001 

SFDPH 

Road  Traffic  Accident 

36 

23 

1.57 

13 

N 

2001 

SFDPH 

Falls 

28 

18 

1.56 

10 

N 

2001 

SFDPH 

Homicide 

t,00 

155 

4.51 

544 

N 

1992-2001 

SFDPH 

Argument 

225 

42 

5.36 

183 

N 

1992-2001 

Domestic  violence 

10 

33 

0.30 

-28 

N 

1992-2001 

SFDPH 

Mental  Health 

Suicide 

75 

33 

2.27 

42 

N 

2001 

SFDPH 

Did  less-emotional  problems 

14  0 

18.2 

0  77 

-4.2 

°"o 

2001 

CHIS 

Needed  help-emotional/MH 

18.4 

23.1 

0.80 

-4.7 

% 

2001 

CHIS 

Not  usual  work-emotional  problem 

20.5 

2  1  6 

0  95 

-1.1 

% 

2001 

CHIS 

CONDITIONS 

Income 

Median 

$    31,772 

$  23,596 

1.35   3 

8,176 

s 

2000 

Census 

Unemployment 

4.7% 

4.4% 

1.07 

0.3% 

% 

2000 

Census 

(Number) 

11,614 

8,995 

1.29 

2,619 

N 

2000 

Census 

Not  in  Labor  Force 

28.7% 

38.6% 

0  74 

-0.099 

% 

2000 

Census 

(Number) 

98,310 

129,397 

0  76 

(31,087) 

N 

2000 

Census 

RISK  BEHAVIOR 

Smoking 

51  7 

37  1 

1.39 

1  4  6 

'. 

2001 

CHIS 

Physical  inactivity 

JO  8 

32  5 

0  64 

-11.7 

% 

2001 

CHIS 

Adequate  fruits/vegetables 

0  1  2 

44  4 

1  38 

Id  8 

% 

2001 

CHIS 

ACCESS 

Insured  prior  12  months 

76.3 

84  2 

0.91 

-7.9 

2001 

■  ,  ,     - 

Differences  of  10%  or  more  between  males  and  females  are  shown  in  bold. 
Female  higher  than  male  shown  in  italics  if  difference  >10% 
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How  We  are  Funded 


The  Department's  Budget 

The  Department's  mission  and  Strategic  Plan  necessitate  a  broad  and  multi-faceted 
range  of  services.  One  of  the  Department's  four  goals  within  its  Strategic  Plan  is  entirely 
devoted  to  funding  issues:  Services,  programs  and  facilities  are  cost-efficient  and 
resources  are  maximized.  The  Department's  plan  recognizes  that  there  are  ongoing 
funding  constraints,  and  that  the  strategic  direction  should  be  to: 

♦  Expand  community-based  alternatives  -  decrease  the  need  for  institutional  care; 

♦  Target  populations  receiving  services  -  allocate  resources  to  those  most  in  need 
and  who  lack  options; 

♦  Strengthen  and  promote  prevention;  and 

♦  Use  data  to  reorganize,  reprioritize,  reduce  or  eliminate  services  based  on 
priorities,  performance  measures  and  the  strategic  plan. 

The  Strategic  Plan  was  a  guide  to  the  Department  in  FY  2002-2003  in  making  decisions 
related  to  current  and  projected  budget  reductions.  In  order  to  secure  adequate 
funding  to  support  the  many  services,  from  health  care  for  an  uninsured  person  at 
Chinatown  Public  Health  Center  to  pedestrian  safety  campaigns,  the  Department  relies 
upon  a  mix  of  federal,  State  and  local  funds.  The  Department,  like  other  governmental 
agencies,  confronted  shrinking  revenues  in  FY  2002-2003  and  was  expected  to  reduce 
its  budget  due  to  shortfalls  on  the  State  and  local  levels.   Using  the  Strategic  Plan  as  a 
guide  has  helped  the  Department  fare  better  than  expected  during  these  difficult  budget 
times. 

The  Department  is  doing  more  with  less.  Though  public  health  needs  are  stronger  than 
ever,  funding  is  becoming  less  reliable  each  year.  In  FY  2002-2003,  the  Department's 
budget  was  $1,044,158,374.  This  represented  an  increase  over  the  previous  fiscal  year 
of  approximately  $62  million.  Though  the  actual  dollars  are  more  than  the  previous 
year,  the  increase  was  60  percent  lower  than  last  year's  budget  increase.  In  the 
previous  fiscal  year  (FY  2001-2002),  the  Department  experienced  a  $99  million  increase 
to  its  budget.  The  following  graphs  show  the  Departments  revenue  and  expenditures 
for  FY  2002-2003: 
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Revenues  and  Expenditures 
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Local  Foundations  and  Volunteers 

San  Francisco  Public  Health  Foundation 

The  primary  purpose  of  the  San  Francisco  Public  Health  Foundation  is  to  raise  funds  to 
support  public  health  programs  and  services  that  are  not  included  in  the  Department's 
budget.  In  FY  2002-2003,  the  San  Francisco  Public  Health  Foundation  received  gifts 
totaling  $98,188. 

This  is  a  partial  list  of  some  of  the  programs  and  services  supported  by  these  gifts. 

♦  Rattlesnake-  HIV  Education/Prevention  Project 

♦  Community  Health  Education  Section  Events 

♦  Support  Activities  for  Homeless  Program  Participants 

♦  Domestic  Violence  Clinic  &  Teen  Breast  Cancer  Prevention  -  Maxine  Hall 

♦  Community  Health  Epidemiology  &  Disease  Control  Materials 

♦  Advertisements,  Incentives  and  Outreach  Materials  for  STD  Prevention 

♦  Ocean  Park  Health  Center 

♦  Emergency  Medical  Services 


San  Francisco  General  Hospital  Foundation 

The  San  Francisco  General  Hospital  (SFGH)  Foundation  is  dedicated  to  improving  the 
care  and  comfort  of  patients  at  San  Francisco  General  Hospital.  The  SFGH  Foundation  is 
the  only  organization  dedicated  to  pursuing  significant  gifts  for  the  hospital  and  has  an 
independent  board  of  30  directors  drawn  from  the  community.  The  Foundation  has 
raised  more  than  $10  million  since  it  was  founded  in  1994.   Funds  are  raised  for  a 
variety  of  projects,  such  as  capital  improvements  and  state  of  the  art  equipment.  The 
sources  of  SFGH  Foundation  funding  are  as  follows: 

♦  49  percent  from  Foundations  and  Trusts; 

♦  42  percent  from  Individuals; 

♦  6  percent  from  Corporations;  and 

♦  3  percent  from  Government  Grants. 

In  FY  2002-2003  grants  totaling  $1,121,441  were  provided  by  the  SFGH  Foundation  to 
support  various  hospital  projects  and  programs.   For  example,  the  Foundation 
completed  remodeling  the  Child  and  Adolescent  Sexual  Abuse  Resource  Center.  The 
Foundation  also  recently  launched  the  Children's  fund,  which  will  help  to  provide 
supplemental  services  needed  by  children. 


Laguna  Honda  Hospital  and  Rehabilitation  Center  Foundation 

Work  is  progressing  rapidly  on  the  establishment  of  the  Laguna  Honda  Hospital  and 
Rehabilitation  Center  (Laguna  Honda)  Foundation  as  a  501(c)3  Public  Benefit 
Corporation.  Consulting  expertise  has  been  retained  to  help  with  the  formation  of  the 
Foundation  and  to  craft  a  capital  campaign  of  $40  million  for  the  furniture,  fixtures  and 
equipment  for  the  hospital's  replacement  project.   In  FY  2002-2003,  consultants  worked 
on  drafting  a  case  statement,  customizing  a  campaign  strategy,  developing  a 
communications  plan,  developing  recommendations  for  potential  board  members,  and 
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recruiting  a  CEO  for  the  new  Laguna  Honda  Foundation.   It  is  expected  that  the  Laguna 
Honda  Foundation  will  be  incorporated  before  the  end  of  2003.   Upon  completion  of  the 
campaign,  the  Laguna  Honda  Foundation  will  continue  functioning  to  benefit  the 
residents  of  Laguna  Honda  through  research,  training  and  scientific  endeavors  which 
advance  rehabilitation  and  long  term  healthcare  delivery  systems. 


San  Francisco  General  Hospital  Volunteers 

The  Volunteers  to  San  Francisco  General  Hospital  Medical  Center,  established  as  a 
nonprofit,  501(c)(3)  corporation  in  1957,  have  long  contributed  both  human  resources 
and  funding  to  the  hospital,  and  its  patients  and  staff.  The  mission  of  the  Volunteers  is 
to  create  the  opportunity  to  give  back  to  the  community  and  to  enhance  the  quality  of 
life  for  patients,  volunteers  and  staff  of  SFGH  and  its  affiliates. 

In  FY  2002-2003  the  more  than  900  Volunteers  donated  95,000  hours  (equivalent  to 
roughly  $3  million  in  salary  contributions)  and  collected  $314,549  in  cash  donations. 
Donations  to  SFGH  and  its  affiliates  totaled  $186,105.  These  gifts  included  grants  of 
$20,581  and  cash  donations  of  $165,524.  These  gifts  were  used  for  many  activities,  with 
the  following  list  being  just  a  few  examples: 

♦  OB-GYN/Childbirth  Patient  Education 

♦  Psychiatric  Occupational  Therapy  Activities 

♦  Skilled  Nursing  Facility  Patient  Activities 

♦  Sickle  Cell  Summer  Camp 

♦  Stop  Smoking  Program 

♦  Teen  Prenatal  Program 

♦  Heart  Failure  Program 

♦  Support  After  Neonatal  Death 

♦  Waiting  Room  Furnishings 

♦  Emergency  Patient  Food  and  Transportation 

♦  Children's  Holiday  Celebration 

Laguna  Honda  Hospital  Volunteers 

Volunteers  at  Laguna  Honda  not  only  offer  their  time  but  also  provide  funding  to  support 
events  and  services  for  the  residents.  In  FY  2002-2003,  the  volunteers  donated 
$221,007.25.  This  funding  was  more  than  double  what  was  given  last  year,  and 
supported  the  following  projects: 

♦  Board  Directed  Special  Projects 

♦  Holiday  Gifts 

♦  Holiday  Show 

♦  Aquarium 

♦  Internet  Service  for  Residents 

♦  Laguna  Honda  Express 

♦  Plant  Beautification 

♦  Recreational  Activities 

♦  Refreshments  &  Sundries 

♦  Volunteer  Luncheons/Tea 
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Agencies  and  Organizations  that  Provided  Grants  to  the 
Department  in  FY  2002-20003 


Asian  American  Recovery  Services,  Inc. 
California  Department  of  Alcohol  &  Drugs 
California  Department  of  Corrections 
California  Department  of  Fish  and  Game 
California  Department  of  Health  Services 
California  Department  of  Mental  Health 
California  Emergency  Preparedness  Office 
California  Environmental  Health  Services 
California  Family  Health  Council,  Inc. 
California  Healthcare  for  Indigents  Program 
California  Office  of  AIDS 
California  Office  of  Family  & 

Domestic  Violence  Prevention 
California  Office  of  Traffic  Safety 
California  State  and  Local  Injury  Control 
California  Tobacco  Control  Section 
California  Water  Resources  Control  Board 
Women,  Infants,  and  Children  Program 
Center  for  Substance  Abuse  Treatment 
Centers  for  Disease  Control  and  Prevention 
Comprehensive  Drug  Court  Implementation 
Corporation  for  Supportive  Housing 
Eli  Lily  and  Company 
Franklin  Benevolent  Corporation 
Fred  Hutchinson  Cancer  Research 
Harvard  School  of  Public  Health 


Join  Together  Organization 

Mayor's  Criminal  Justice  Council 

National  Center  for  Tuberculosis  Prevention 

National  Institutes  of  Health 

Public  Health  Foundation  Enterprises,  Inc. 

Regents  of  the  University  of  California 

Richard  and  Rhoda  Goldman  Fund 

San  Francisco  Private  Industry  Council 

San  Francisco  Unified  School  District 

Stanford  University 

The  California  Endowment 

The  San  Francisco  Foundation 

U.S.  Department  of  Health  and  Human  Services 

U.S.  Department  of  Justice 

U.S.  Environmental  Protection  Agency 

U.S.  National  Institute  on  Drug  Abuse 

U.S.  Office  of  Minority  Health 

U.S.  Program  Support  Center 

U.S.  Substance  Abuse  &  Mental  Health 

Services  Admin. 
U.S.  Health  Resources  and  Services  Administration 
UCSF  Center  for  AIDS  Prevention  Studies 
University  of  California  at  San  Francisco 
Universitywide  AIDS  Research  Program 
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The  Health  Commission 

The  Health  Commission  acts  as  the  governing  and  policy-making  body  for  the 
Department  to  ensure  that  the  wide  range  of  public  health  services  and  programs  are 
positively  promoting  the  health  of  San  Francisco  residents.  The  Health  Commission 
meets  to  consider  issues  relevant  to  the  Department  and  approves  resolutions  in  order 
to  establish  policy.  These  meetings  are  held  the  first  and  third  Tuesday  of  each  month 
and  are  open  to  the  public.  The  four  joint  conference  committees  of  the  Health 
Commission  also  meet  monthly  to  provide  insight  to  the  crucial  components  of  the 
Department.  The  Health  Commissioners  are  appointed  by  the  Mayor  and  are 
responsible  for  providing  a  sound  and  efficient  plan  for  the  Department  to  follow. 


The  San  Francisco  Health  Commission 
Back  row  from  left:  John  I.  Umekubo, 
MD;  Michael  L.  Penn  Jr.,  PhD;  David  J. 
Sanchez,  Jr.,  PhD;  Harrison  Parker,  Sr., 
DDS 

Front  row  from  left:  Roma  P.  Guy.  MSW; 
Edward  A.  Chow,  MD;  Lee  Ann 
Monfredini 


Health  Commission  members  2003 

Listed  below  are  the  Health  Commissioners  and  the  Department  Committees  they  serve 
on: 

Edward  A.  Chow,  MD,  President 

♦  Chair,  Joint  Conference  Committee  for  the  Community  Health  Network 

♦  Commissioner  Chow  is  a  practicing  Internist,  and  is  the  Medical  Director  of  the 
Chinese  Community  Health  Plan. 

Roma  P.  Guy,  MSW,  Vice  President 

♦  Member,  Joint  Conference  Committee  for  the  Community  Health  Network 

♦  Chair,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

♦  Commissioner  Guy  is  the  Director  of  the  Bay  Area  Homelessness  Program  and 
Lecturer  in  the  Department  of  Health  Education  at  San  Francisco  State 
University. 
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Lee  Ann  Monfredini 

♦  Chair,  Budget  Committee 

♦  Member,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

♦  Commissioner  Monfredini  is  a  self-employed  public  relations  and  event  planning 
consultant. 

Harrison  Parker,  Sr.,  DDS 

♦  Chair,  Joint  Conference  Committee  for  San  Francisco  General  Hospital 

♦  Member,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

♦  Member,  In-Home  Supportive  Services  Public  Authority 

♦  Commissioner  Parker  has  been  a  practicing  dentist  in  the  Bayview/Hunters  Point 
Neighborhood  for  over  35  years. 

Michael  L.  Penn  Jr.,  PhD 

♦  Member,  Budget  Committee 

♦  Member,  Joint  Conference  Committee  for  Population  Health  and  Prevention 

♦  Commissioner  Penn  is  a  Product  Manager  in  BioOncology  Marketing  at 
Genentech,  Inc.  in  South  San  Francisco.   He  is  also  co-founder  of  Brothers 
Building  Diversity  in  the  Sciences,  a  non-profit  organization  founded  that 
encourages  under-represented  minority  students  to  pursue  biomedical  science 
careers. 

David  J.  Sanchez,  Jr.,  PhD 

♦  Chair,  Joint  Conference  Committee  for  Laguna  Honda  Hospital 

♦  Member,  Joint  Conference  Committee  for  the  Community  Health  Network 

♦  Member,  San  Francisco  General  Hospital  Foundation. 

♦  Commissioner  Sanchez  is  Assistant  Vice  Chancellor  of  Academic  Affairs,  faculty 
associate  for  Academic  and  Student  Outreach,  and  professor  in  the  Department 
of  Family  and  Community  Medicine  at  the  University  of  California,  San  Francisco. 

John  I.  Umekubo,  MD 

♦  Member,  Joint  Conference  Committee  for  Laguna  Honda  Hospital 

♦  Member,  Budget  Committee 

♦  Member,  San  Francisco  Health  Authority 

♦  Commissioner  Umekubo  has  a  private  practice  in  Internal  Medicine  in  Japantown. 
He  is  the  Chief  of  Medical  Staff  at  St.  Mary's  Hospital  and  the  Medical  Director  of 
the  San  Francisco  Community  Convalescent  Hospital. 

Michele  Olson,  Executive  Secretary 
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Resolutions  passed  in  fiscal  year  2002-2003 

The  following  lists  the  resolutions  and  policies  passed  by  the  Health  Commission  in  FY 
2002-2003. 

♦  Concurring  With  the  Analysis  of  Department  Staff  and  Pending  Controller's 
Certification  That  the  Laundry  Services  Can  Be  Performed  For  the  Department  of 
Public  Health,  Laguna  Honda  Hospital,  By  Private  Contractor  For  a  Lower  Cost 
Than  Similar  Work  Performed  By  City  and  County  Employees,  No.  8-02 

♦  Approving  Ordinance  Amendments  To  the  San  Francisco  Health  Code  To  Update 
Lead  Hazard  Definitions  To  Be  Consistent  With  State  and  Federal  Definitions,  No. 
9-02 

♦  Adopting  Findings  Pursuant  To  the  California  Environmental  Quality  Act  and 
Approving  the  Laguna  Honda  Hospital  Replacement  Project,  No.  10-02 

♦  Approving  the  Proposal  For  the  Use  of  Smokeless  Tobacco  Settlement  Funds,  No. 
11-02 

♦  Approving  an  Ordinance  Increasing  the  Licensing  Fee  For  Garbage  Trucks  and 
the  Amount  Deposited  Into  the  Mandatory  Refuse  Collection  Service,  No.  12-02 

♦  Institutional  Police  To  the  San  Francisco  Sheriff's  Department  and  Authorizing  the 
Director  Of  Health  To  Enter  Into  a  Letter  of  Management  Agreement  Regarding 
This  Transfer,  No.  13-02 

♦  Approving  a  three  percent  General  Fund  Reduction  To  the  Department  Of  Public 
Health's  Budget  for  Fiscal  Year  2002-2003,  No.  14-02 

♦  Approving  the  Department  of  Public  Health's  Base  Budget  for  Fiscal  Year  2003- 
2004,  and  Urging  the  Mayor  and  the  Board  of  Supervisors  To  Develop  Strategies 
for  Avoiding  Serious  Cuts  To  the  County's  Health  Safety  Net  Services,  No.  1-03 

♦  Supporting  the  Work  of  the  Task  Force  To  End  the  Exploitation  of  Youth,  No.  2- 
03 

♦  Approving  the  Continued  Provision  of  Surgical  and  Anesthesia  Services  By  San 
Francisco  General  Hospital  for  Laguna  Honda  Hospital  Residents  and  Patients, 
and  a  New  Agreement  That  Memorializes  This  Arrangement,  No.  3-03 

♦  Approving  the  Application  for  Licensure  of  the  Chronic  Renal  Dialysis  Center  By 
San  Francisco  General  Hospital  To  Provide  Services  To  Patients  of  the  City  and 
County  of  San  Francisco  With  End-Stage  Renal  Disease,  No.  4-03 

♦  Accepting  the  San  Francisco  General  Hospital  Air  Medical  Access  Feasibility 
Study,  No.  5-03 
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♦  Rejecting  the  Department  of  Public  Health's  Contingency  Budget  for  Fiscal  Year 
2003-2004,  and  Urging  the  Business  community,  Organized  Labor  and  Residents, 
To  Work  With  the  Mayor  and  the  Board  of  Supervisors  To  Avoid  Devastating  Cuts 
To  the  County's  Health  Safety  Net  Services,  No.  6-03 

♦  Approving  Renewal  of  Two  (2)  Master  Contract  Agreements  With  Siemens 
Medical  solutions  Health  Services  Corporation  (Remote  Computing  Option  and 
Products  and  Services),  No.  7-03 

♦  Approving  the  Extension  of  the  Terms  of  Fiscal  Year  2002-2003  AIDS  Office 
Contracts  for  the  Department  of  Public  Health,  No.  8-03 

♦  Approving  an  Extension  of  the  Terms  of  Fiscal  Year  2003/04  Behavioral  Health 
Contracts  for  the  Department  of  Public  Health,  No.  9-03 

♦  Supporting  Youth  Involvement  In  the  San  Francisco  Health  Commission  and 
Establishing  a  Youth  Health  Advisor  Appointee  To  the  Population  Health  and 
Prevention  Joint  Conference  Committee,  No.  10-03 

♦  Supporting  the  Women's  Health  Plan:  Partnering  In  Wellness  With  Women  and 
Girls  In  San  Francisco  2003-2006,  No.  11-03 

♦  Supporting  the  Strategic  Plan  of  the  San  Francisco  Asthma  Task  Force  to 
Promote  Effective  Asthma  Management  Prevention  Strategies  for  San  Francisco, 
No.  12-03 


San  Francisco  Department  of  Public  Health 


90 


FY  2002-2003  Annual  Report 


Chapter  6  -  Who  We  Are 


The  Department's  Organizational  Chart 
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This  Organizational  Chart  reflects  the  Department's  structure  in  FY  2002-2003,  showing 
the  major  sections  of  the  Department.  The  Community  Health  Network  (CHN) 
represents  the  personal  health  care  services  section  of  the  Department  and  offers  direct 
patient  care.  The  Population  Health  and  Prevention  section  represents  the  population 
health  services,  and  includes  Environmental  Health,  Emergency  Medical  Services  and 
other  programs  that  impact  all  San  Franciscans.  These  programs  are  bridged  together 
through  Community  Health  Programs,  which  represents  sections  that  work  within  both 
realms,  like  Housing  and  Urban  Health  and  Maternal  and  Child  Health. 
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The  Department's  Service  Sites 


Environmental  Health 
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Center/Newcomers  Program 
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Health  Center 
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Youth  Clinic' 


Haight-Ashbury  Free 
Medical  Clinic' 
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Lyon-Martin  Women's 
Health  Services' 
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Sunset  Mental  Health 
Services 


Castro  Mission  Health 
Center 
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Rehabilitation  Center 


Native  Amencan  Health  Center' 


Northeast  Medical  Services' 

Chinatown/North  Beach  Mental  Health  Services 

Curry  Senior  Service  Center* 

Health  Officer/Public  Health  LabfTom  Waddell  Health 
Center/Immunization/  Vital  Records 

Jail  Health  Services 

South  of  Market  Health  Center' 

South  of  Market  Mental  Health  Services 
City  Clinic 

Mission  Mental  Health  Services 

Mission  Neighborhood  Health  Center' 

San  Francisco  General  Hospital 

Potrero  Hill  Health  Center 
Southeast  Health  Center 


Health  At  Home 

OMI  Family  Center 


Silver  Avenue  Family  Health  Center 
Special  Program  for  Youth 


"Affiliated  Providers 


This  map  shows  the  Department's  service  sites  and  the  community  clinics  affiliated  with 
the  Department.  As  can  be  seen  here,  the  Department  offers  services  at  locations 
spread  throughout  the  City. 
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The  Department's  Workforce 

The  Department  has  a  staff  of  fewer  than  6,000  individuals.  Above  and  beyond  the  paid 
staff  are  a  wide  range  of  collaborating  agencies  and  volunteers  that  help  make  the 
Department's  work  possible.  The  mission  of  the  Department  is  to  protect  and  promote 
the  health  of  all  San  Franciscans.   In  addition,  staff,  collaborating  agencies  and 
volunteers  work  toward  the  following  goals: 

♦  Assess  and  research  the  health  of  the  community; 

♦  Develop  and  enforce  health  policy; 

♦  Prevent  disease  and  injury; 

♦  Educate  the  public  and  train  health  care  providers; 

♦  Provide  quality,  comprehensive,  culturally-proficient  health  services;  and 

♦  Ensure  equal  access  to  all. 

Recruitment,  retention  and  training  of  staff 

The  Department's  Strategic  Plan  has  a  strategy  to  "improve  recruitment,  retention,  and 
training  of  Department  staff."  The  objectives  of  this  strategy  include: 


♦  Address  the  recruitment  issues  of  skilled  workers  in  competitive  job  fields; 

♦  Ensure  that  the  Department  maintains  and  continually  expands  its  culturally  and 
linguistically  competent  workforce; 

♦  Increase  resources  for  staff  recruitment; 

♦  Utilize  community  outreach  programs; 

♦  Increase  the  number  of  students  in  training  programs. 


FY  2002-2003  was  a  challenging  year  for  staff  recruitment 
and  retention  due  to  the  difficult  budget  situation.   However, 
the  Department  has  not  lost  sight  of  the  importance  of  a 
complete  staff.  The  Department  endeavored  to  retain 
necessary  staff  to  the  greatest  extent  possible  and 
continued  to  prioritize  staff  training  and  cultural  and 
linguistic  competency. 


Linguistic  capability 

Providing  services  that  are  culturally  and  linguistically 

competent  is  essential  in  San  Francisco,  where  an 

especially  diverse  clientele  accesses  public  health 

services.   Many  staff  members  speak  more  than  one 

language,  whether  or  not  it  is  required  for  their 

particular  position.   For  positions  that  require  bilingual 

personnel,  however,  the  Department  ensures  appropriate 

linguistic  capability  during  the  hiring  process.   Individuals  holding  positions  that  require 

bilingual  capacity  take  a  language  proficiency  test  administered  by  the  Department's 

Office  of  Equal  Opportunity  and  Cultural  Competency.  There  is  a  total  of  923  staff 


Linguistic  Capability  of  DPH 

Staff  (as  certified  by  EOCC): 

Lanquaqe         # 

of  Employees 

Spanish 

521 

Chinese 

( Cantonese) 

243 

Tagalog 

57 

Chinese 

{Mandarin) 

45 

Vietnamese 

24 

Russian 

19 

Cambodian 

8 

Korean 

3 

Afrikaans 

1 

Danish 

1 

French 

1 
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members  certified  in  a  language  other  than  English.  This  is  an  increase  of  110  staff 
members  since  last  year. 

Employee  Awards  and  Recognition 

The  Health  Commission  extends  monthly  Employee  Recognition  Awards  to  exceptional 
Department  employees  for  their  outstanding  efforts  and  accomplishments.   Employees 
are  recognized  as  individuals  or  as  part  of  a  team,  and  are  nominated  by  their 
colleagues.   In  FY  2002-2003,  the  following  employees  received  Employee  Recognition 
Awards: 

August  2002 

♦  Marcos  Banales,  Health  Worker  III,  SFGH  -  Jail  Health  Services,  Forensics  AIDS 
Project 

♦  Nancy  Madden,  NP,  Shannon  Thyne,  MD,  and  Rajeev  Venkayya,  MD,  SFGH  - 
Children's  Environmental  Health  Promotion 

September  2002 

♦  Suzanne  Gamier,  RN,  CHN  -  Health  at  Home 

♦  Environmental  Health  Services,  Complaint  Program,  Field  and  Support  Staff,  PHP 
-  Environmental  Health  Services 

October  2002 

♦  Roban  San  Miguel,  Community  Substance  Abuse  Services 

♦  Michael  Seely,  Central  Administration 

♦  Eileen  Shields,  Central  Administration 

November  2002 

♦  Ellen  Apolinario,  RN,  Nurse  Manager,  Laguna  Honda  Hospital  Nursing  Unit  D5/E6 

♦  Asian  Focus/Chronic  Cluster  Team:  Elaine  Gecht,  MD,  Unit  Attending;  Camay  Ko, 
Activity  Therapist;  Rita  Ng,  Medical  Social  Worker;  Stella  Yim,  RN,  Nurse 
Manager,  Laguna  Honda  Hospital,  Nursing  and  Medical  Services 

December  2002 

♦  Barbara  Kawaguchi,  SFGH  -  Administration 

♦  Mary  Magee,  RN,  SFGH  -  Birthing  Center 

♦  Thelma  Viray,  SFGH  -  Skilled  Nursing  Facility 

♦  Tahnee  Grant,  LCSW  and  Margaret  Amaral,  LCSW,  SFGH  -  Medical  Social 
Services  and  Trauma 

January  2003 

♦  Steven  Tierney,  EdD,  Director  of  HIV  Prevention  Services 

♦  Ana  Carcamo,  Secretary,  Environmental  Health  Section 

♦  SFGHMC  Adult  Medical  Center  Nursing  Team:  Maribel  Amodo,  RN,  Margo 
Dextraze-Cordova,  RN,  and  Amalia  Fyles,  RN,  MS, 
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February  2003 

♦  David  (Shao)  He,  IS  Administrator  II,  Emergency  Medical  Services 

♦  Fredy  Ramos,  Environmental  Services  Supervisor,  Environmental  Services 

♦  Syphilis  Response  Team:  Felipe  Acosta,  Bart  Bartolini,  Gloria  Calero,  Joseph 
Engelman,  Larry  Hanbrook,  Jacqueline  Siller,  Terrance  Sha,  and  Ilene  Zolt,  STD 
Pevention  and  Control  Services 

April  2003 

♦  Tom  Hoynes,  DPH  Jail  Health  Services/  STD 

♦  IS  Desktop  Support  Team:  Melvin  Javonillo,  Elouise  Joseph,  Anthony  Kwok, 
Steve  Lee,  Bill  Nay,  Hung  Quach,  and  Timothy  Wong,  SFGH  Information  System 
Department 

♦  Patient  Flow  Team:  Lynne  Eggers,  RN,  LCSW,  Liz  Gray,  MSN,  RN  and  Elayne 
Hada,  RN,  CHN  Community  Mental  Health  Services 

May  2003 

♦  James  Alexander,  Budget  Manager,  DPH  Central  Administration  -  Finance  Unit 

♦  Women's  Health  Care  Team: 
Lindy  Edward,  RN,  Amy  Krehbiel,  RN,  and 
Daena  Petersen,  Health  Worker, 
DPH  Tom  Wadell  Health  Center 

June  2003 

♦  Isabel  Barajas,  Eligibility  Worker, 
DPH  Maxine  Hall  Health  Center 


May's  Team  Employee 

Recognition 

Award  Winners,  from  Left  to 

Right: 

Lindy  Edwards,  RN;  Amy 

Krehbiel,  RN;  Daena 

Petersen,  Health  Worker 
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The  Department's  Advisory  Groups 

The  Department  provides  a  broad  range  of  services  for  a  wide  variety  of  individuals 
within  the  San  Francisco  area.  The  Department  works  with  over  50  specialized  advisory 
groups  that  are  invaluable  to  the  decision-making  processes  that  help  maintain  the 
excellence  of  our  programs  and  services.  The  advisory  groups  are  composed  of  clients, 
patients,  neighbors,  community-based  organization  representatives,  and  business 
leaders.  The  following  is  a  list  of  active  advisory  groups  in  FY  2002-2003. 


Community  Health  Programs 

♦  Adult  Sexual  Assault  Services  Planning  Group 

♦  CalWORKS  Behavioral  Health  and  Domestic  Violence  Committee 

♦  Transgender  Youth  Advisory  Committee 

♦  Women  and  Girls'  Health  Advisory  Committee 

Mental  Health 

♦  AB2034  consumer  Advisory  Board 

♦  Children's  Mental  Health  Systems  of  Care  Council 

♦  Youth  Advisory  Task  Force 

♦  Community  Mental  Health  Services  Consumer  Council 

♦  Mental  Health  Board 

♦  Mental  Health  Committee  for  Culturally  Competent  Systems  of  Care 

♦  Wellness  and  Recovery  Oversight  Committee 

Substance  Abuse 

♦  Substance  Abuse  Treatment  on  Demand  Planning  Council  and  Subcommittees 

♦  City-Wide  Alcohol  Advisory  Board 

♦  Drug  Abuse  Advisory  Board 

♦  Perinatal  Substance  Abuse  Coordinating  Council 

♦  San  Francisco  Substance  Abuse  Practice/ Research  Collaborative 

♦  Youth  Substance  Abuse  Providers  Group 

Community  Health  Epidemiology 

♦  City-Wide  Influenza  Coalition 

♦  San  Francisco  Immunization  Coalition 

Emergency  Medical  Services 

♦  EMS  Operations  Advisory  Committee 

♦  EMS  Clinical  Advisory  Committee 

♦  EMS  Research  Committee 

♦  Trauma  Medical  Advisory 

♦  Trauma  System  Advisory  Committee 

♦  Disaster  Registry  Program  Task  Force 
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Environmental  Health 

♦  Bayview/Hunters  Point  Health  and  Environmental  Task  Force 

♦  Lead  Hazard  Reduction  Citizen's  Advisory  Committee 

♦  Lead  Poisoning  Prevention  Citizen's  Advisory  Committee 

♦  Potrero  Power  Plant  Task  Force 

♦  Asthma  Task  Force 

Maternal  and  Child  Health 

♦  Black  Infant  Health  Task  Force 

♦  San  Francisco  Breastfeeding  Promotion  Coalition 

♦  San  Francisco  Maternal,  Child,  and  Adolescent  Health  Advisory  Board 

Community  Health  Promotion  and  Prevention 

♦  Community  and  Home  Injury  Prevention  Project  for  Seniors  Community  Council 

♦  Newcomers  Health  Program  Advisory  Council 

♦  San  Francisco  Pedestrian  Safety  Task  Force 

♦  San  Francisco  Tobacco  Free  Coalition 

♦  San  Francisco  Violence  Prevention  Network 

HIV/AIDS 

♦  HIV  Health  Services  Planning  Council  -  Ryan  White  CARE  Council 

♦  HIV  Prevention  Messages/Circuit  Party  Study  Community  Advisory  Board 

♦  HIV  Prevention  Planning  Council 

♦  HIV  Prevention  and  Vaccine  Trials  Community  Advisory  Board 

♦  Prevention  for  HIV  Positives  Community  Advisory  Board 

♦  Rave/Club  Drug  Task  Force 

Laguna  Honda  Hospital 

♦  Laguna  Honda  Hospital  Replacement  Project  Community  Advisory  Group 

Primary  Care 

♦  Breast  Cancer  Town  Hall  Advisory  Group 

♦  Castro-Mission  Health  Centers  Community  Advisory  Board 

♦  Chinatown  Public  Health  Center  Community  Advisory  Board 

♦  City-Wide  Community  Advisory  Board 

♦  Dimensions  Collaborative  Board 

♦  End  the  Exploitation  of  Youth  Task  Force 

♦  Maxine  Hall  Health  Center  Community  Advisory  Board 

♦  North  of  Market  Senior  Services  Governing  Board  of  Directors 

♦  Ocean  Avenue  Health  Center  Community  Advisory  Board 

♦  Potrero  Hill  Health  Center  Community  Advisory  Board 

♦  Silver  Avenue  Family  Health  Center  Community  Advisory  Board 

♦  Special  Programs  for  Youth  Community  Advisory  Board 

♦  Southeast  Health  Center  Community  Advisory  Board 

♦  Tom  Waddell  Health  Center  Community  Advisory  Board 
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Tuberculosis  Control 

♦  San  Francisco  Tuberculosis  Advisory  Task  Force 

STD  Control 

♦  Sexually  Transmitted  Disease  (STD)  Prevention  Community  Action  Coalition 

♦  STD  Program  Advisory  Committee 

♦  STD  Youth  Community  Action  Coalition/Advisory  Committee 


The  Department's  Contractors 

The  Department  relies  heavily  on  its  community  partners  to  provide  services  throughout 
the  community.   Many  of  the  programs  and  services  provided  by  the  Department  are 
community-based  and  focus  on  a  specific  target  population.  Contractors  are  primarily 
trusted  community-based  organizations  that  are  able  to  engage  their  community's 
residents.   In  FY  2002-2003,  the  Department  contracted  with  the  following  community 
agencies: 


Aguilas,  Inc. 

AIDS  Community  Research  Consortium 

AIDS  Emergency  Fund 

AIDS  Legal  Referral  Panel 

Alameda  County  Health  Services  Agency 

American  College  of  Traditional 

Chinese  Medicine 
American  Lung  Association 
Ark  of  Refuge,  Inc. 

Asian  &  Pacific  Islander  Wellness  Center 
Asian  American  Recovery  Services,  Inc. 
Asian  Women's  Shelter 
Baker  Places,  Inc. 
Bar  Association  of  San  Francisco 
Bay  Area  Young  Positives 
Bayview  Hunters  Point  Adult  Day 

Health  Center 
Bayview  Hunters  Point  Foundation 

For  Community  Improvement,  Inc. 
Big  Brothers  Big  Sisters  of  San  Francisco 
Black  Coalition  on  AIDS,  Inc. 
Booker  T.  Washington  Community 

Service  Center 
BVHP  Health  and  Environmental 

Resource  Center 
Caduceus  Outreach  Services 
California  Acupuncture  Resources 
California  Pacific  Medical  Center 
CAL-PEP 


Catholic  Charities  CYO 

Center  for  Human  Development 

Center  on  Juvenile  and  Criminal  Justice 

Centerforce,  Inc. 

Central  American  Resource  Center 

Central  City  Hospitality  House 

Children's  Council  of  San  Francisco 

Chinatown  Community  Development  Center 

Chinese  Progressive  Association 

Community  Awareness  &  Treatment 

Services,  Inc. 
Compass  Family  Center 
CompassPoint  Nonprofit  Services 
Conard  House 
Continuum 
County  of  Marin  Dept.  of  Health  & 

Human  Services 
CVE,  Inc. 

Dolores  Street  Community  Services 
Economic  Opportunity  Council  of  San  Francisco 
Edgewood  Center  for  Children  and  Families 
Eldergivers 

Episcopal  Community  Services  of  San  Francisco 
FamiliesFirst,  Inc. 
Family  Service  Agency 
Family  Support  Services  of  the  Bay  Area 
Fort  Help  Methadone  Program 
Friendship  House  Association  of  American 

Indians,  Inc. 
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Glide  Foundation 

Haight  Ashbury  Free  Clinics,  Inc. 

Hamilton  Family  Center 

Harm  Reduction  Coalition 

Health  Initiatives  for  Youth 

Homeless  Children's  Network 

Homeless  Prenatal  Program 

Horizons  Unlimited  of  San  Francisco,  Inc. 

Huckleberry  Youth  Programs 

Immune  Enhancement  Project 

Institute  for  Community  Health  Outreach 

Instituto  Familiar  De  La  Raza,  Inc. 

International  Institute  of  San  Francisco 

Iris  Center 

Japanese  Community  Youth  Council 

Jelani,  Inc. 

Jewish  Family  and  Children's  Services 

Jewish  Vocational  Services 

La  Casa  de  las  Madres 

Larkin  Street  Youth  Services 

Latino  Commission  on  Alcohol  of  San  Mateo 

Lavender  Youth  Recreation  &  Info  Center 

Learning  Services  of  Northern  California 

Legal  Services  for  Children,  Inc. 

Lincoln  Child  Center 

Lutheran  Social  Services  of  Northern  California 

Lyon-Martin  Women's  Health  Services 

Maitri 

Men  Overcoming  Violence 

Mission  Council  on  Alcohol  Abuse 

for  the  Spanish  Speaking 

Mission  Housing  Development  Corp. 

Mission  Neighborhood  Health  Center 

Mobilization  Against  AIDS  International 

Morrisania  West,  Inc. 

Mount  St.  Joseph-St.  Elizabeth 

National  Council  on  Alcoholism  and 

Other  Drug  Addictions-Bay  Area 

New  College  of  California 

New  Directions  21st  Century 

New  Leaf  Services 

NICOS  Chinese  Health  Coalition 

North  East  Medical  Services 

North  of  Market  Senior  Services 

Oakes  Children's  Center,  Inc. 


Ohlhoff  House,  Inc. 

Positive  Directions  Equals  Change 

Positive  Resource  Center 

Potrero  Hill  Neighborhood  House 

Progress  Foundation 

Project  Open  Hand 

Quan  Yin  Healing  Arts  Center 

Recreation  Center  for  the  Handicapped,  Inc. 

Richmond  Area  Multi-Services,  Inc. 

RISE  Institute 

Rose  Resnick  Lighthouse  for  the  Blind/Visually  Impaired 

SAGE  Project,  Inc. 

Saint  Francis  Memorial  Hospital 

Samoan  Community  Development  Center 

San  Francisco  AIDS  Foundation 

San  Francisco  Community  Clinic  Consortium 

San  Francisco  Food  Bank 

San  Francisco  Health  Plan 

SF  Medical  Society  /  Community  Service  Fndnn 

SF  Mental  Health  Education  Funds,  Inc. 

SF  Network  Ministries  Housing  Corp. 

SF  Pretrial  Diversion  Project,  Inc. 

SF  Psychoanalytic  Institute  and  Society 

SF  State  University 

SF  Study  Center 

SF  Suicide  Prevention 

SF  Unified  School  District 

San  Mateo  County  Health  Services  Agency 

San  Mateo  County  Mental  Health 

Self  Help  for  the  Elderly 

Seneca  Center 

Shanti 

South  of  Market  Health  Center 

Southeast  Neighborhood  Jobs  Initiative  Roundtable 

Special  Services  for  Groups  / 

Occupational  Therapy  Training  Program 
St.  James  Infirmary 

St.  John's  Educational  Thresholds  Center 
St.  Luke's  Health  Care  Center 
St.  Luke's  Hospital 
St.  Mary's  Medical  Center 
St.  Vincent  de  Paul  Society 
Stop  AIDS  Project 

Support  for  Families  of  Children  with  Disabilities 
Survivors  International 
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Swords  to  Plowshares 

Tenderloin  AIDS  Resource  Center 

Tenderloin  Housing  Clinic 

Tides  Center  /  Women's  Community  Clinic 

UCSF  AIDS  Health  Project 

UCSF  Center  on  Deafness 

UCSF  Citywide  Case  Management-Forensic 

Project 
UCSF  Positive  Health  Program 
UCSF  Urban  Health  Study 
UCSF  Women's  Specialty  Program 
University  of  the  Pacific  School  of  Dentistry 


Urban  Indian  Health  Board,  Inc. 

Victor  Treatment  Centers,  Inc. 

Volunteer  Center  of  San  Francisco 

Walden  House,  Inc. 

Westbay  Filipino  Multi-Service  Center 

WestCoast  Children's  Center 

Western  Dental  Services,  Inc. 

Westside  Community  Mental  Health  Center,  Inc. 

YMCA  of  San  Francisco 

Youth  Leadership  Institute 
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The  Strategic  Plan 

Introduction 


In  1999,  the  Department  began  a  process  to  articulate  in  a  clear,  concise,  and  definitive 
manner  its  strategy  to  fulfill  its  mission  to  "protect  and  promote  the  health  of  all  San 
Franciscans."  The  Strategic  Plan,  adopted  by  the  Health  Commission  in  January  2001  is 
the  Department's  effort  to  position  itself  proactively  for  changes  in  the  financing, 
regulation,  and  delivery  of  public  health  services.   It  provides  the  basis  by  which  the 
Department  can  continually  reevaluate  how  it  will  meet  its  two  fundamental  public 
health  roles: 

♦  As  the  government  entity  responsible  for  carrying  out  population-based 
health  activities; 

♦  As  a  provider  of  personal  health  care  services. 

Strategic  planning  is  the  formal  and  ongoing  process  of  developing,  implementing,  and 
evaluating  goals  to  guide  the  actions  and  decision  making  of  an  organization.   It  is  used 
by  organizations  to  help  them  determine  how  best  to  meet  their  missions.   Its 
overarching  goal  is  to  match  the  organization's  resources  and  capabilities  to  the  external 
environment  faced  by  the  organization.  In  the  Department,  for  example,  there  are 
numerous  and  often  competing  health  issues  of  concern  to  the  community.   Due  to 
resource  constraints  (e.g.,  financial,  time,  expertise),  some  of  these  concerns  may  not 
be  able  to  be  addressed  fully.  A  strategic  plan  helps  the  Department  prioritize  the 
community  health  concerns  it  identifies.  This  proactive  planning  can  help  ensure  that 
new  funds  are  allocated  prudently  to  meet  community  needs  as  well  as  minimize 
reductions  in  priority  program  areas  when  faced  with  declining  financial  resources. 


Strategic  Plan  overview 

The  Strategic  Plan  identifies  four  goals  for  the  Department  to  meet  its  mission.  They 
include: 

1.  San  Franciscans  have  access  to  the  health  services  they  need,  while  the 
Department  emphasizes  services  to  its  target  population. 

2.  Disease  and  injury  are  prevented. 

3.  Services,  programs,  and  facilities  are  cost-effective  and  resources  are  maximized. 

4.  Partnerships  with  communities  are  created  and  sustained  to  assess,  develop, 
implement,  and  advocate  for  health  funding,  policies,  programs,  and  services. 

Under  each  goal  are  a  series  of  between  three  and  11  specific  strategies,  which 
articulate  the  approach  or  recommendation  that  the  Department  should  pursue.  It  is 
predicated  on  the  notion  that  successful  implementation  of  the  policy  direction 
articulated  in  the  strategy  will  enable  the  Department  to  fulfill  its  mission. 
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How  the  Strategic  Plan  is  used 

The  Strategic  Plan  is  the  roadmap  for  the  Department.  Sections  within  the  Department 
have  used  the  plan  to  evaluate  their  own  program  priorities  and  direction,  and  in  some 
cases  (e.g.,  San  Francisco  General  Hospital),  have  developed  their  own  strategic  plan 
based  on  the  Department's  document.  The  major  divisions  within  the  Department 
(Population  Health  and  Prevention,  Community  Health  Network,  and  Central 
Administration)  each  took  responsibility  to  implement  relevant  portions  of  the  plan  and 
report  regularly  to  the  Office  of  Policy  and  Planning,  the  unit  responsible  for  oversight 
and  monitoring  of  the  plan,  progress  toward  implementation.   Each  section  has  been 
asked  as  part  of  its  annual  update  to  the  Health  Commission  to  report  its 
accomplishments  within  the  context  of  the  Strategic  Plan,  notably  how  its  work  fits 
within  and  furthers  the  goals  and  objectives  of  the  plan. 

On  the  broadest  level,  the  Department  uses  the  plan  to  determine  priorities  when 
planning  for  program  development  and  reductions.  A  number  of  the  Department's 
highest  visibility  initiatives  such  as  Behavioral  Health  integration,  the  McMillan 
Stabilization  Center,  Healthy  Kids  insurance  coverage,  expansion  of  the  Housing  and 
Urban  Health  Direct  Access  to  Housing  program,  and  the  Prevention  Framework,  have 
all  been  rooted  in  and  shaped  by  the  Strategic  Plan.  Additionally,  during  the  annual 
budget  process,  particularly  with  the  difficult  decisions  the  Department  faced  in  the  FY 
2003-2004  budget,  the  Strategic  Plan  was  instrumental  in  determining  budget  priorities. 
As  a  result  of  the  Strategic  Plan,  for  example,  the  Department  chose  to  prioritize 
residential  treatment  in  behavioral  health  over  day  treatment  and  street  outreach  to 
maximize  the  likelihood  of  client  success  and  therefore  return  on  investment. 

Accomplishments 

The  specific  accomplishments  of  the  Department  for  FY  2002-2003  with  regard  to  the 
Strategic  Plan  are  explored  in  more  detail  in  Chapter  8  of  the  Annual  Report.   More 
broadly,  however,  the  Department  has  achieved  measurable  accomplishments  as  a 
result  of  the  guidance  of  the  Strategic  Plan.  They  include: 

Strategy  Accomplishment 

1.1  and  1.2      Service  expansions,  including  the  ISIS  Clinic,  Bayview  Asthma  Program, 
McMillan  Stabilization  Center,  and  the  Office  Based  Opiate  Addiction 
Treatment  (OBOAT)  Program,  among  others  that  focus  on  target 
populations  and  neighborhoods. 

1.3  Healthy  Kids,  the  Health  Care  Accountability  Ordinance,  and  other 

efforts  to  expand  health  care  coverage  to  San  Francisco's  uninsured 
population. 

1.4  and  3.3      Plans  to  rebuild  San  Francisco  General  Hospital  and  address  the  capital 
needs  of  the  primary  care  centers. 
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1.6  Behavioral  Health  integration  and  adoption  of  the  Harm  Reduction  Policy 

designed  to  improve  integration  of  services  for  populations  in  need  of 
multiple  services. 

1.8  Limited  disruption  of  services  to  clients  as  a  result  of  the  difficult  FY 
2003-2004  budget  cycle. 

1.9  Adoption  of  guidelines  for  developing  health  services. 

1.10  Community  Programs,  San  Francisco  General  Hospital,  and  Laguna 
Honda  Hospital  have  all  developed  quality  management  and  customer 
satisfaction  benchmarks,  while  Maternal  Child  Health,  STD  Prevention 
and  Control,  Immunization,  and  Tobacco  Control  and  Prevention  have  all 
established  objectives  based  on  Healthy  People  2010  standards. 

1.11  and  4.4     The  annual  Overview  of  Health  and  the  Building  a  Healthier  San 

Francisco  needs  assessment,  as  well  as  other  evaluations  and  data 
sources  are  used  to  guide  program  planning  and  priority  setting. 

2.1  and  2.2      The  Prevention  Section  developed  the  Prevention  Framework. 

2.3  Housing  and  Urban  Health,  the  Living  Wage  Ordinance,  and  the  Health 

Care  Accountability  Ordinance  are  all  designed  to  address  the  social  and 
economic  determinants  of  health. 

3.1  and  3.2      All  sections  continue  to  work  to  decrease  costs,  increase  revenues,  and 
overall  work  more  efficiently. 

3.6  The  Department  is  implementing  the  Contracts  On-Line  (COOL)  system 
in  order  to  streamline  the  contracting  process  for  both  contractors  and 
the  Department. 

3.7  In  addition  to  the  COOL  system,  the  Department's  IT  section  continues 
to  make  improvements  in  information  management  both  for  the  public 
through  greater  access  to  information  and  services  through  the  internet, 
and  for  Department  staff  through  technology  upgrades  such  as  the 
recent  contract  with  Siemens,  which  will  transition  San  Francisco  General 
Hospital,  Laguna  Honda  Hospital,  Primary  Care,  and  Jail  Health  Services 
to  a  new  standard  set  of  applications. 

4.1  The  Department  continues  to  see  success  in  its  federal  and  state 

lobbying  efforts  including  the  2002  passage  and  2003  CMS  approval  of 
AB  915  providing  supplemental  payments  to  publicly  operated  adult  day 
health  centers  and  distinct-part  nursing  facilities,  and  federal  earmarks 
of  $750,000  each  of  the  DAH  and  HIV/ AIDS  programs. 


San  Francisco  Department  of  Public  Health  103 


FY  2002-2003  Annual  Report  Chapter  7  -  The  Strategic  Plan 

Strategy  Accomplishment 


4.2  The  Department  has  worked  to  streamline  and  enhance  the  work  of  its 
community  advisory  boards. 

4.3  The  Department  continually  seeks  ways  to  partner  with  other  City 
departments  and  community-based  agencies  on  common  health  issues, 
including  housing  and  homelessness,  children's  services,  disabled  and 
older  adult  services,  and  other  programs. 


Evaluating  and  updating  the  Plan 

Adopted  in  2001,  the  plan,  conceived  as  a  three-  to  five-year  document,  is  now  nearly 
three  years  old.  During  this  period,  the  Department's  emphasis  has  been  on 
implementation  of  the  plan  and  achievement  of  the  goals  and  objectives  outlined  in  the 
2001  document.   By  its  nature,  strategic  planning  is  an  iterative  process.   Following 
implementation,  there  is  a  need  to  continually  evaluate  the  plan.  This  process  helps 
determine  the  effectiveness  of  the  plan  and  the  need  to  update  it.  The  time  to  begin 
that  process  is  now.   Evaluating  and  updating  the  plan  will  include  internal  processes  to 
gather  and  interpret  input  from  Department  staff  as  well  as  external  process  to  solicit 
and  include  feedback  from  community  members  and  contractors. 

Framework  for  updating  the  Plan 

As  with  the  original  strategic  planning  effort,  updating  the  plan  will  require  the 
Department  to  have  a  thorough  understanding  of  the  external  and  internal  factors  that 
can  have  an  impact  on  the  Department's  ability  to  fulfill  its  mission.  These  factors 
provide  the  context  for  revising  the  plan. 

As  part  of  updating  the  Strategic  Plan,  external  and  internal  assessments  will  be  made. 
External  assessment  entails  examining  and  analyzing  the  social,  economic,  political,  and 
technological  trends  in  the  environment  and  determining  how  they  affect  the 
Department.  An  internal  assessment  involves  an  objective  review  of  the  Department 
and  its  resources,  including  its  strengths  and  weaknesses. 


External  factors 

1.        Health  industry  changes 

Over  the  past  several  years,  the  Department  has  weathered  a  number  of  challenges  in 
health  financing  and  service  delivery,  particularly  within  the  context  of  being  a  public- 
sector  safety-net  provider.  Specifically,  the  Department  confronts: 
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♦  Shrinking  health  services  funding  for  safety  net  systems  and  steadily 
diminishing  public  health  funding,  particularly  from  the  State  and  federal 
governments. 

♦  Increased  demand  for  services,  particularly  from  those  who  are  multiple- 
diagnosed. 

♦  Capitation  as  a  predominant  reimbursement  mechanism. 

♦  Declines  in  the  state,  national,  and  particularly  the  local  economy  resulting  in 
lower  tax  revenue  to  support  public  programs  and  higher  rates  of 
uninsurance  as  displaced  workers  lose  employer-sponsored  health  benefits. 

Despite  these  challenges,  local  community  and  political  support  for  public  health  has 
been  strong,  translating  into  fewer  service  cuts  than  the  Department  anticipated  for  FY 
2003-2004.  Whether  this  support  is  sustainable  in  the  long  run,  particularly  if  the 
economy  and  tax  revenues  remain  weak,  is  unknown. 

2.  Socio-economic  and  demographic  changes  in  San 
Francisco 

The  diversity  of  San  Francisco  -  culturally,  linguistically,  economically,  and  educationally 
-  requires  the  Department  to  assess  and  adapt  its  services  continually  to  address  the 
specific  needs  of  communities.  Socio-economic  and  demographic  factors  that  the 
Department  must  consider  include: 

♦  Aging  of  the  population. 

♦  Small  and  decreasing  population  of  children  and  youth. 

♦  Shortage  of  low-income  housing. 

♦  Persistence  of  homelessness. 

♦  Growing  cultural  and  linguistic  diversity  due  to  immigration. 

♦  Significant  percentage  of  residents  living  in  poverty. 

While  some  of  these  factors  are  purely  demographic  and  will  directly  affect  the  services 
provided  by  the  Department  (e.g.,  an  aging  population  and  declining  population  of 
children  and  youth  may  support  a  greater  emphasis  on  services  for  seniors),  others  have 
a  greater  influence  on  the  health  of  residents.   For  example,  the  shortage  of  low-income 
housing  and  persistence  of  homelessness  can  be  linked  to  poorer  health  and  behavioral 
health  outcomes. 

3.  Local  health  status  and  trends 

Overall,  San  Francisco  residents  are  healthy.   However,  as  the  Department  reported  in 
the  2002  Overview  of  Health,  San  Francisco  has  a  number  of  emerging  health  issues 
that  cannot  be  ignored.  Some  of  these  include: 

♦  Increased  need  for  long-term  care  services  (both  home-  and  community- 
based  and  institutional-based). 

♦  Significant  numbers  of  uninsured  residents. 

♦  Higher  than  average  morbidity  and  mortality  due  to  substance  dependence. 

♦  Wide  racial  and  ethnic  disparities  in  health  status. 

♦  High  levels  of  preventable  morbidity  and  mortality. 

♦  Significant  rates  of  communicable  diseases  (e.g.,  tuberculosis,  HIV,  syphilis, 
hepatitis). 
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Health  data  and  epidemiology  should  underlie  Departmental  decisions  related  to 
program  development  or  discontinuation,  and  strategic  planning  must  take  health  status 
and  trends  into  account. 

4.  Activities  of  other  City  departments  and  CBOs 

In  taking  a  very  broad  view  of  health,  the  Department  implicitly  believes  and  explicitly 
recognizes  that  the  health  of  San  Franciscans  is  a  shared  responsibility.   Many  City 
departments  that  provide  social  and  supportive  services  to  the  same  individuals  who 
seek  care  from  the  Department.  These  departments  include: 

♦  Aging  and  Adult  Services 

♦  Children,  Youth  and  Their  Families 

♦  Environment 

♦  Human  Services 

♦  Mayor's  Office  on  Homelessness 

♦  Mayor's  Office  of  Housing 

♦  Recreation  and  Park 

♦  Status  of  Women 

It  is  not  uncommon  for  programs  or  initiatives  within  other  City  departments  or 
community-based  agencies  to  affect  residents'  health  either  directly  or  indirectly.  In 
those  cases  it  is  crucial  that  the  Department  work  with  that  other  agency  to  ensure 
coordination  of  services.  The  strategic  planning  process  should  increase  collaborations 
and  coordination  with  other  City  departments  and  community-based  organizations. 

5.  Threat  of  bioterrorism  and  general  need  for  emergency 
preparedness 

In  the  post-September  11  world,  threats  of  bioterrorism  and  other  forms  of  terrorism 
that  affect  the  health  of  residents  cannot  be  ignored.  While  general  emergency 
preparation  has  always  been  a  responsibility  for  the  Department,  September  11,  2001 
clearly  demonstrated  the  need  for  communities  and  health  departments  to  make 
preparedness  a  top  priority.  The  strategic  planning  process  needs  to  make  emergency 
preparedness  an  explicit  priority. 

6.  Political  changes 

The  recall  of  Governor  Davis  and  election  of  Governor-elect  Schwarzenegger  on  October 
7  has  brought  significant  changes  to  the  political  landscape  of  California.  While  it  is 
clear  that  health  and  health  funding  will  be  impacted,  it  is  less  clear  how.   During  his 
campaign,  Governor-elect  Schwarzenegger  emphasized  his  commitment  to  children, 
particularly  young  children,  which  may  bode  well  for  programs  like  Healthy  Families  and 
Maternal  Child  Health.   However,  given  the  likely  state  of  the  budget  for  2003-2004  and 
even  possible  mid-year  cuts  in  the  current  budget,  he  has  noted  that  "waste  in  the  Medi- 
cal system"  could  be  a  target  for  cuts.1  Given  the  lack  of  clarity  in  his  current  agenda, 
particularly  related  to  health,  the  Department  will  be  listening  carefully  to  his  plans  for 
changes  in  health  services  and  funding  for  California. 


'Robert  Salladay,  "What  He  Has  to  Do,"  San  Francisco  Chronicle,  October  9,  2003,  p.  A20. 
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Also  on  the  political  landscape  is  the  April  2003  release  of  the  Little  Hoover 
Commission's  To  Protect  and  Prevent:  Rebuilding  California's  Public  Health  System, 
which  calls  for  development  of  a  State  department  dedicated  to  traditional  public  health 
activities,  separate  from  the  health  services  financing  activities  that  the  current 
Department  of  Health  Services  also  undertakes.   It  remains  unclear  as  to  how  or  if  this 
recommendation  will  be  implemented. 

7.  Legislative  factors 

While  its  implementation  remains  unclear,  SB  2,  Senator  Burton  and  Speier's  "Pay  or 
Play"  Health  Coverage  Legislation  could  dramatically  change  the  way  health  coverage  is 
provided  and  significantly  lower  the  uninsurance  rate  in  California.  The  measure  creates 
the  State  Health  Purchasing  Program  whereby  specified  employers  will  be  required  to 
pay  a  fee  to  the  state's  insurance  pool  for  employees  and,  in  some  cases,  dependents. 
The  employer  may  be  exempted  from  the  fee  if  the  employer  demonstrates  that  its 
health  care  coverage  meets  or  exceeds  the  state's  program.  The  Program  will  be 
managed  by  the  Managed  Risk  Medical  Insurance  Board  (MRMIB)  and  becomes  effective 
for  large  employers  (200  or  more  employees)  on  January  1,  2006  and  for  medium 
employers  (20  to  199  employees)  on  January  1,  2007.   Governor-elect  Schwarzenegger 
has  opposed  SB  2  and  may  work  to  rescind  it,  and  the  business  community,  notably  the 
California  Chamber  of  Commerce  has  vowed  to  repeal  it  through  a  voter  initiative  or 
court  challenge  on  California  constitutional  grounds  or  as  a  violation  of  the  federal  ERISA 
law. 

The  five-year  authorization  of  the  Ryan  White  Care  Act  is  due  to  expire  in  2004.   Unless 
congressionally  reauthorized,  there  would  be  no  funding  under  Ryan  White  after  that 
date.  There  has  been  significant  discussion  in  Congress  over  the  past  year  about  San 
Francisco's  "hold  harmless"  clause,  and  additionally,  reauthorization  would  likely  take 
into  account  HIV  cases  rather  than  AIDS  cases.  Because  California's  tracking  of  HIV 
cases  is  new,  it  is  unclear  how  funding  for  San  Francisco  under  Title  I  would  be 
impacted  by  such  a  change. 

8.  Regulatory  changes 

For  the  current  and  previous  fiscal  years,  California  has  been  "held  harmless"  on  the 
Medicaid  Upper  Payment  Limit  (UPL).  Starting  in  State  fiscal  year  2003-2004, 
California's  amount  over  the  UPL  will  be  reduced  by  15  percent,  and  will  continue  to  be 
reduced  by  increments  of  15  percent  until  it  fully  takes  effect  on  October  1,  2008,  at 
which  time  the  full  100  percent  UPL  rule  will  apply.  Once  the  UPL  is  fully  implemented, 
California  will  lose  at  least  $300  million  annually,  and  the  loss  to  San  Francisco  is 
estimated  to  be  $10  million  annually. 

9.  Improvements  in  technology 

The  Department  is  poised  to  begin  implementing  some  major  changes  to  the  current 
clinical  and  financial  systems  over  the  next  24  months.   Phase  I  will  involve  transitioning 
the  current  systems  at  San  Francisco  General  Hospital  (SFGH),  Laguna  Honda,  Jail 
Health  and  Primary  Care  to  a  new  software  applications  known  as  SOARIAN  for  Lifetime 
Clinical  Record,  Clinical  Care  Plans,  Provider  Order  Entry,  Patient  Registration  and 
Scheduling,  and  Pharmacy.  In  addition,  Patient  Accounting  applications  at  Laguna  Honda 
will  be  replaced  in  Phase  I,  and  those  at  SFGH  will  be  converted  in  Phase  II. 
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Internal  factors 

In  addition  to  the  external  factors  that  affect  the  Department's  ability  to  fulfill  its 
mission,  there  are  also  internal  factors  (strengths  and  weaknesses)  that  need  to  be 
considered. 

During  the  1990s,  significant  effort  was  made  to  restructure  the  Department  to  help  it 
meet  its  mission.   From  that  work,  the  Department  reorganized  itself  into  two  divisions 
to  meet  its  dual  purpose:   Population  Health  and  Prevention  to  address  population- 
based  health  activities  and  Community  Health  Network  to  focus  on  personal  health  care 
services.  While  this  basic  reorganization  has  helped  the  Department  to  meet  its  mission 
and  achieve  its  goals,  the  Department  still  faces  a  number  of  challenges,  including: 

♦  An  ongoing  need  to  integrate  services  within  and  across  the  divisions  (e.g., 
Community  Behavioral  Health  Services  and  Primary  Care). 

♦  The  systematic  gathering  and  use  of  appropriate  data  to  inform  program 
planning  decisions. 

As  a  part  of  this  strategic  planning  update  process,  additional  analysis  assessment  of  the 
internal  factors  will  be  undertaken. 

Timeline 

The  Department  estimates  that  the  evaluation  and  updating  will  take  approximately 
eight  months  to  complete  culminating  in  a  final  report  for  Commission  approval  by  the 
end  of  the  current  fiscal  year.   Details  related  to  the  timeline  are  contained  in  the  chart 
below. 


2003 

2004 

Task 

Nov      Dec 

Jan 

Feb 

Mar 

Apr 

May 

Jun 

Report  to  Health  Commission 

Develop  Planning  Process 

Conduct  External  and  Internal 
Assessment 

Conduct  Community  Forums 

Conduct  DPH  Staff  Forums 

Develop  Draft  for  Director's 
Review 

Director  Reviews,  Modifies, 
and  Approves 

Finalize  Report  for 
Commission  Approval 
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Accomplishments  and  Program 
Highlights 

This  chapter  highlights  many  of  the  Department's  new  programs  and  service  expansions 
that  took  place  in  FY  2002-2003. 


Goal  1:  San  Franciscans  have  access  to  the  health 

services  they  need,  while  the  department  emphasizes 

services  to  its  target  populations 


Strategy:  Focus  population-based  public  health  services  on  the 
entire  community  and  personal  health  care  services  on  target 
populations 

Population-Based  Services 


Centralizing  disaster  response  activities 

The  Emergency  Medical  Services  Section,  with  the  support  of  many  Department 
employees,  has  developed  a  Department  Operations  Center  (DOC),  the  headquarters  for 
the  Department  in  time  of  disaster.  The  DOC  is  located  within  walking  distance  of  the 
Department's  main  building  at  101  Grove  Street  and  has  "turn-key"  capability,  with  a 
set-up  time  of  15  to  20  minutes. 

In  time  of  disaster,  the  Department's  administrative  personnel  would  report  to  the  DOC 
and  assume  duties  as  outlined  in  the  Department's  Emergency  Operations  Plan.  The 
administrative  structure  of  the  Department  would  be  streamlined  into  four  branches- 
Operations,  Planning,  Finance  and  Logistics-which  is  the  State  standard  for  disaster 
operations.  The  DOC  has  conference  rooms  for  the  Operations  and  Planning  branches 
and  office  space  for  Logistics  and  Finance  branches  as  needed.  Communication  links 
include  satellite  phone,  two  radio  systems,  800  MHz  two  way  multiple  phone  and  fax 
lines,  and  the  Mayor's  Emergency  Telephone  System.  When  fully  staffed,  it  will  operate 
with  approximately  30  personnel  and  will  be  supported  by  the  City's  emergency 
management  system.  The  DOC  will  report  to  the  Emergency  Operations  Center  along 
with  other  City  departments. 


Preparing  for  the  possibility  ofSARS 

In  March  2003,  the  Centers  for  Disease  Control  and  Prevention  issued  an  alert  regarding 
Severe  Acute  Respiratory  Syndrome  (SARS)  to  health  authorities  across  the  nation, 
including  the  Department.  SARS  was  a  new  flu-like  infection  for  which  there  is  currently 
no  treatment  or  vaccine.  The  Department's  Communicable  Disease  Control  Unit 
immediately  issued  a  Health  Advisory  regarding  the  recent  outbreak  of  SARS  to  all  San 


San  Francisco  Department  of  Public  Health  109 


FY  2002-2003  Annual  Report  Chapter  8  -  Accomplishments  and  Program  Highlights 

Francisco  clinicians,  and  local  hospital  emergency  departments  and  infection  control 
units.  The  advisory  included  information  for  the  case  definition,  diagnosis,  referral, 
control,  treatment,  and  reporting  of  suspected  SARS  patients. 

In  addition  to  this  advisory,  the  Department  promptly  provided  education  and  outreach 
to  San  Francisco  clinicians,  hospitals,  ambulatory  care  settings  and  the  general  public. 
The  staff  of  the  Community  Health  Epidemiology  and  Disease  Control  Section  also 
conducted  the  following  activities  to  educate  the  public  and  health  care  providers: 

♦  Developed  and  posted  a  SARS  webpage  on  the  Department's  Internet  site, 
(http://www.dph.sf.ca.us/HealthInfo/SARS/SARS.htm); 

♦  Presented  on  the  topic  at  the  University  of  California,  San  Francisco,  San 
Francisco  General  Hospital,  and  to  the  Medical  Directors  of  the  San  Francisco 
Community  Clinic  Consortium; 

♦  Created  guidelines  on  SARS  for  ambulatory  care  settings; 

♦  Convened  five  press  conferences  on  SARS; 

♦  Created  "Frequently  Asked  Questions"  on  SARS  in  English,  Chinese,  Vietnamese, 
Spanish  and  Tagalog  for  the  general  public; 

♦  Created  SARS  Information  Line  in  English  and  Cantonese  (554-2905);  and 

♦  Held  several  presentations  and  informational  meetings  with  community  groups. 

These  efforts  taken  by  the  Department  helped  San  Franciscans  understand  SARS  and 
allowed  the  health  care  community  to  prepare  for  a  possible  outbreak  of  the  disease. 

Responding  to  the  emerging  syphilis  epidemic 

In  2002,  syphilis  cases  rose  to  epidemic  proportions  in  the  City  (491  early  cases  in  2002 
compared  to  189  in  2001).  The  majority  of  the  cases  were  among  white,  gay  men 
residing  in  the  Castro  Area  of  the  City.   Many  of  these  individuals  met  their  sexual 
partners  on-line  and  reported  using  methamphetamine  during  these  encounters.  The 
Sexually  Transmitted  Disease  (STD)  Program  responded  to  this  health  emergency  in  the 
following  ways: 

♦  Convened  a  working  group  of  concerned  individuals  from  the  target  population, 
called  the  STD  Community  Partners,  that  helped  develop  a  syphilis  reduction  plan 
for  the  City,  and  implement  activities  designed  to  increase  awareness  and  reduce 
the  spread  of  syphilis  in  the  City; 

♦  Implemented  a  provider  visitation  program  to  educate  providers; 

♦  Placed  regular  ads  in  San  Francisco's  weekly  gay  newspaper,  the  Bay  Area 
Reporter; 

♦  Implemented  an  online  syphilis  testing  and  incentive  program  and  expanded 
syphilis  testing  to  other  community  sites,  such  as  programs  catering  to  speed 
users; 

♦  Implemented  syphilis  partner  delivered  therapy  whereby  persons  infected  with 
syphilis  can  get  medication  to  give  to  their  partners; 

♦  Maintained  the  Healthy  Penis  2003  STD  Awareness  Campaign;  and 


San  Francisco  Department  of  Public  Health  110 


FY  2002-2003  Annual  Report  Chapter  8  -  Accomplishments  and  Program  Highlights 

♦  Worked  closely  with  the  City's  sex  clubs,  adult  bookstores  and  bars/clubs  to 
reduce  the  amount  of  unsafe  sexual  activity  and  increase  awareness  about 
syphilis. 


Personal  Health  Care  Services 


Restorative  care  for  the  frail  elderly  and  people  with  chronic  disease  and 
disabilities 

Laguna  Honda  Hospital  and  Rehabilitation  Center  (Laguna  Honda)  has  a  long  tradition 
and  philosophy  of  helping  individuals  achieve  their  highest  level  of  functioning  and 
independence.  This  commitment  to  functional  independence  is  integral  to  keeping 
residents  connected  to  their  environment,  and  for  facilitating  discharges.  To  effectively 
address  current  resident  needs,  an  interdisciplinary  performance  team  undertook  an 
initiative  to  create  a  new  model  for  a  restorative  nursing  care  program.  The  long-term 
impact  of  this  effort  is  expected  to  improve  resident  functioning  in  activities  of  daily 
living  and/or  to  prevent  loss  of  these  activities. 

This  initiative  has  been  a  collaborative  effort  between  a  number  of  Laguna  Honda  units, 
including  Nursing,  Education  and  Training,  Physical  Therapy,  Speech  Therapy,  and 
Occupational  Therapy,  beginning  from  the  educational  aspects  up  to  the  clinical  delivery 
of  care.  The  Activity  Therapy  Department  has  also  responded  by  redirecting  some 
resident  activities  to  reflect  a  restorative  care  perspective  and  by  increasing  the  Activity 
Therapists'  participation  in  resident  care  planning  conferences. 

Housing  the  chronically  homeless 

The  Star  and  Camelot  Hotels  opened  in  2003  and  are  the  two  of  the  Department's 
newest  Direct  Access  to  Housing  sites.  The  Star  and  Camelot  Hotel  provides  107  units 
of  permanent  housing  coupled  with  on-site  support  services.  The  two  hotels  target 
chronically  homeless  people  who  have  been  living  on  the  street  and/or  revolving 
through  high-cost  institutional  settings.  The  majority  of  residents  housed  in  the 
program  are  struggling  with  a  combination  of  mental  health,  addiction,  and  physical 
health  issues.  The  primary  goal  of  the  program  is  to  achieve  long-term  residential 
stability,  improved  health  status,  and  reduction  in  the  overuse  of  high-cost  services. 

Long-term  care  for  immigrants,  including  the  undocumented,  newcomers  and 
monolingual  individuals 

Laguna  Honda,  like  the  entire  Department,  emphasizes  services  to  target  populations. 
According  to  the  Strategic  Plan,  three  important  target  populations  are  the  frail  elderly, 
people  with  chronic  disease  and  disabilities  and  immigrants,  including  the 
undocumented,  newcomers  and  monolingual  individuals  needing  long-term  care.  In 
February  2003  the  interdisciplinary  leadership  of  Laguna  Honda's  Unit  E5  worked  with 
staff,  residents  and  the  community  to  establish  a  new  program  to  meet  the  needs  of 
both  the  Spanish-speaking  population  at  Laguna  Honda  as  well  as  residents  with 
dementia. 
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As  the  need  for  dementia  services  for  Spanish-speaking  residents  increased,  the  team 
developed  a  new  program  and  transitioned  from  a  chronic  care  service  to  a  dementia 
service,  with  a  focus  on  serving  Spanish-speaking  residents.  As  a  means  of  providing 
culturally  sensitive  activities,  a  Spanish-speaking  Activity  Therapist  joined  the  E5  team. 
In  March,  the  unit  celebrated  the  first  phase  of  the  transition  with  an  open  house  and 
"tard/ada"  or  afternoon  tea.   By  mid  March,  approximately  45  percent  of  the  E5 
population  was  Spanish-speaking  with  approximately  85  percent  of  the  unit  population 
meeting  the  "Dementia"  criteria.  As  part  of  this  transition,  Spanish-speaking  staff  have 
been  enlisted  on  Unit  E5  to  ensure  cultural  appropriateness  and  sensitivity. 


Strategy:  Clarify  the  target  neighborhoods  that  the  Department 
should  consider  as  priorities  for  services 


Reducing  chlamydia  among  youth  in  the  Bayview 

During  the  last  year,  the  STD  Program  collaborated  with  the  Providence  Baptist  Church 
to  reduce  chlamydia  among  African-American  youth  in  the  Bayview  area  of  the  City. 
Over  2,000  youth  were  provided  with  HIV/STD  education  and  557  were  screened  for 
gonorrhea  and  chlamydia.  Twenty-one  of  these  individuals  (3.8  percent)  were  infected 
with  asymptomatic  disease  and  received  treatment.  Additionally,  over  10,000  condoms 
and  lube  packets  were  distributed.  Additionally,  the  STD  Program  maintained  its  Jail 
STD  Screening  Program.  This  program  was  very  effective  in  identifying  a  high  number 
of  asymptomatic  chlamydia  infections  and  is  thought  to  have  played  a  role  in  decreasing 
female  chlamydia  morbidity  in  Bayview.   During  this  period  at  Southeast  Health  Center, 
the  community  health  center  serving  the  largest  numbers  of  at-risk  youth,  female 
chlamydia  decreased  by  about  50  percent,  from  8.2  percent  to  4.4  percent. 

A  magnet  for  gay  men s  health  services 

The  Department's  HIV  Prevention  Section  launched  several  new  initiatives  which  will 
result  in  fewer  new  infections  and  better  education  and  support  for  those  who  are  HIV 
positive.  San  Francisco  is  a  key  pilot  project  site  for  rapid  HIV  testing  with  several  sites 
in  operation  and  more  joining  every  week. 

One  of  these  sites,  Magnet  (a  new  center  for  gay  men's  health),  opened  in  FY  2002- 
2003.  In  the  first  six  weeks,  more  than  200  people  received  testing  and  STD 
screenings.   Magnet,  located  in  the  heart  of  the  Castro,  provides  sexual  health  services 
for  gay  men  in  a  convenient  and  welcoming  environment.   Magnet's  staff  and 
community  partners  offer  an  array  of  services  including  HIV  testing,  screening  and 
testing  for  STDs,  as  well  as  professional  staff  trained  to  understand  the  complex  social 
and  sexual  factors  that  influence  the  decisions  gay  men  make  that  impact  their  health. 

Community  planning  in  Bayview  Hunters  Point 

FY  2002-2003  saw  a  number  of  achievements  in  the  Department's  HIV  Health  Services 
section.  One  example  is  the  HIV  Health  Services  Planning  Council  decision  to  allocate 
funds  to  support  a  community  planning  process  aimed  at  enhancing  primary  care 
services  for  African  Americans  in  the  San  Francisco  Bayview  Hunters  Point  district.  The 
HIV  Health  Services  Planning  Council  identified  the  need  to  improve  the  health  status  of 
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people  of  color,  especially  African  Americans,  as  one  of  the  overarching  goals  in  their 
comprehensive  plan.  A  planning  effort  is  needed  to  summarize  the  information 
available,  share  best  practices  across  agencies,  and  plan  for  improved  services,  greater 
access  to  care,  and  better  health  status  for  African  Americans  living  with  HIV/AIDS. 


Strategy:  Ensure  that  the  Community  Health  Network  continues 
its  vital  role  in  the  delivery  of  care 


Ensuring  privacy  and  security  through  HIPAA 

The  Health  Insurance  Portability  and  Accountability  Act  of  1996  (HIPAA)  is  a  federal 
mandate  that  improves  health  insurance  accessibility  for  people  changing  employers  or 
leaving  the  workforce.   HIPAA  also  includes  privacy  provisions  for  health  care  providers, 
health  plans  and  clearinghouses  to  encourage  and  protect  the  electronic  transmission  of 
health-related  data.  The  focus  of  the  Department's  implementation  efforts  is  on  the 
privacy  and  security  provisions  of  HIPAA. 

Since  the  HIPAA  implementation  efforts  began  in  December  2002,  there  have  been 
significant  privacy  and  security  improvements  throughout  the  Department.  The 
Department  has  been  on  time  in  meeting  HIPAA  requirements,  including  the  following: 

♦  A  Compliance  Manual  updated  with  Privacy  Policy; 

♦  A  Notice  of  Privacy  Practices  available  in  targeted  languages; 

♦  Privacy  and  operation  training  completed  for  department  staff;  and 

♦  Implementation  of  a  Department-wide  Privacy  Policy  and  Notice  of  Privacy 
Practices. 

The  implementation  of  the  HIPAA  area  of  privacy  was  99  percent  complete  as  of  July 
2003.  Implementation  will  continue  with  the  Department  performing  a  post- 
implementation  review,  as  well  as  providing  additional  training  for  staff  in  health-related 
fields.  The  Department  has  also  been  crucial  in  providing  consultation  to  other  City 
departments  on  their  compliance  program,  as  well  as  assisting  the  City  Attorney's  Office 
in  determining  which  departments  are  covered  under  the  HIPAA  Privacy  Rule. 


Supporting  the  City's  only  Level  1  trauma  center 

San  Francisco  General  Hospital  (SFGH)  offers  the  only  Level  1  Trauma  Center  available 
for  over  1.5  million  people  living  and  working  in  San  Francisco  and  northern  San  Mateo 
County.  In  fiscal  year  2002-2003,  3,300  patients  were  treated  for  injuries  requiring  the 
services  of  a  Level  1  Trauma  Center. 

In  order  to  maintain  its  Level  1  status,  SFGH  hired  a  new  Trauma  Program  Manager  in 
FY  2002-2003  to  help  guide  SFGH  through  the  process  of  recertification  by  the  American 
College  of  Surgeons  (ACS).  The  program  is  also  fully  staffed,  for  the  first  time  in  3 
years,  with  a  trauma  educator  and  two  trauma  nurse  practitioners.  This  team  will  help 
physician  leaders  prepare  for  the  ACS  survey,  assisting  managers  and  directors  of 
departments  and  services  responsible  for  the  trauma  continuum  of  care  to  prepare  for 
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the  ACS  survey  at  the  department  level,  arranging  all  logistics  of  the  site  survey  in 
coordination  with  ACS  and  the  SF  EMS  Agency,  and  preparing  for  a  "continual  state  of 
ACS  readiness"  in  preparation  for  the  three-year  ACS  site  survey. 

A  state  of  readiness 

The  Joint  Commission  on  Accreditation  of  Healthcare  Organizations  (JCAHO)  evaluates 
and  accredits  more  than  17,000  health  care  organizations  and  programs  in  the  United 
States.  SFGH  has  made  a  commitment  to  have  its  leadership  and  staff  maintain  a 
constant  state  of  JCAHO  readiness,  incorporating  JCAHO  standards,  National  Patient 
Safety  Goals  and  all  other  regulatory  changes  into  hospital  and  medical  staff  policies  and 
procedures.  SFGH's  Quality  Management  department  recently  hired  a  Manager  of 
JCAHO  and  Regulatory  Affairs  to  better  coordinate  the  hospital's  preparation  for  JCAHO's 
triennial  survey  and  all  other  regulatory  visits,  e.g.  DHS  and  Cal-OSHA. 

Starting  in  2004,  JCAHO  is  launching  a  new  survey  process  entitled,  "Shared  Visions  - 
New  Pathways."  While  continuing  to  focus  on  safety  and  quality,  the  new  process  is 
intended  to  better  integrate  the  standards  with  the  survey  process,  shifting  to  more 
interactions  with  the  'front  line'  staff  (nurses,  physicians,  etc)  and  less  with 
Administration.  By  July  2005,  all  JCAHO  health  care  organizations  will  have  their 
triennial  surveys  on  an  unannounced  basis;  SFGH  will  only  know  approximately  when 
JCAHO  will  survey  by  the  last  survey  date.  Once  JCAHO  arrives  to  the  health  care 
organization  for  survey,  they  will  then  create  their  agenda  by  focusing  on  patients, 
populations,  issues  and  clinical  focus  groups.  With  all  the  new  changes  in  standards  and 
process,  SFGH  has  modified  their  preparation  process.  SFGH's  next  scheduled  survey 
date  would  be  spring  of  2005.   However,  SFGHMC  has  volunteered  to  be  on  the 
unannounced  survey  schedule.  Therefore,  the  next  triennial  survey  can  be  as  early  as 
January,  2005  and  as  late  as  December,  2005. 

Strategy:  Ensure  that  contract  agencies  are  viable  partners 
with  the  Department  in  providing  health  services 

Helping  clients  access  SSI  benefits 

Under  the  leadership  of  DPH,  a  Citywide  SSI  Advocacy  Workgroup  (a  coalition  of 
providers,  advocates,  City  departments,  and  the  Social  Security  Administration) 
implemented  SSI  Advocacy  pilots  in  three  of  the  Department's  mental  health  programs. 
The  pilots  have  legal  advocates  serve  as  resources  to  the  clinician  as  well  as  the  patient, 
creating  a  team  that  works  together  on  behalf  of  the  patient  throughout  the  SSI 
application  process.  Advocates  work  directly  with  mental  health  professionals,  clarifying 
eligibility  requirements,  screening  clients,  assisting  with  paperwork,  helping  compile  the 
medical  evidence  necessary  for  the  application,  and  guiding  clients  through  the  appeal 
process  when  necessary.  Given  the  success  of  the  pilots,  the  Workgroup  developed  and 
plan  to  implement  nine  recommendations  that  will  further  the  ultimate  goal  to  "assure 
the  Department's  patients  and  clients  who  are  eligible  for  SSI  benefits  attain  them." 
This  will  allow  the  Department  and  its  contractors  to  leverage  limited  resources,  increase 
client  engagement,  and  improve  services. 
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Strategy:  Improve  integration  of  services  (physical,  prevention, 
behavioral,  social  and  environmental)  for  target,  vulnerable 
and  at-risk  populations  who  need  multiple  services 

Nursing  services  at  needle  exchange  sites 

As  part  of  the  Soft  Tissue  Infection  Initiative,  the  Department  has  achieved  the  goal  of 
providing  medical  care  at  all  City-supported  needle  exchange  sites  in  San  Francisco. 
Each  week,  14  needle  exchange  sites  are  staffed  to  provide  medical  services  onsite. 
The  goals  of  this  project  are  to: 

♦  Engage  injection  drug  users; 

♦  Treat  urgent  medical  problems  including  soft  tissue  infections; 

♦  Teach  HIV/HCV  and  abscess  prevention  techniques;  and 

♦  Refer  to  ongoing  primary  care  and  drug  treatment. 

All  non-medical  needle  exchange  services  are  provided  by  either  the  HIV  Prevention 
Project  of  the  San  Francisco  AIDS  Foundation  funded  from  the  HIV  prevention  branch  of 
the  AIDS  Office  or  the  Haight-Ashbury  Free  Medical  clinic. 

Integrating  medical  and  mental  health  services  for  at-risk  youth 

The  Department's  Integrated  Satellite  Health  Clinics  program  now  integrates  mental 
health  and  medical  services  for  at-risk  youth  and  their  families  in  community  health 
centers  and  agencies.  Four  mental  health  agencies  partner  with  four  medical  clinics  to 
serve  clients  in  Visitacion  Valley/Sunnydale  neighborhoods,  the  Castro  and  greater 
Mission  neighborhoods,  the  Chinatown,  North  Beach,  and  Tenderloin  neighborhoods, 
and  the  Ingleside  and  Sunset  neighborhoods.  Clinics  offer  support  group  meetings, 
family  planning,  play  therapy,  individual,  group,  and  family  counseling,  child  abuse  and 
sexual  abuse  counseling,  as  well  as  physical  health  exams,  health  screening  and  referral, 
primary  care  to  infants,  children,  and  adolescents,  and  dental  care,  among  other 
services.  In  the  next  year,  substance  abuse  screening,  treatment,  and  referral  for  youth 
and  caregivers  will  be  integrated  into  daily  operations. 


Expanding  programs  for  homeless  individuals 

The  Department's  new  Community  Behavioral  Health  Services  (combined  mental  health 
and  substance  abuse)  section  provides  substance  abuse  treatment  through  Targeted 
Capacity  Expansion  (TCE)  grants  from  the  federal  Substance  Abuse  and  Mental  Health 
Services  Administration  (SAMHSA).  The  Walden  House  Homeless  Addict  Vocational  and 
Educational  Network  (HAVEN)  initiated  services  in  February  2003  and  provides  13 
residential  treatment  slots  to  homeless  individuals  while  addressing  issues  of  substance 
abuse,  mental  health,  housing,  education,  vocational  training,  and  medical  problems. 
The  program  is  extremely  successful  in  retaining  clients  and  over  90  percent  of  the 
clients  have  stayed  in  treatment.  Clients  are  just  starting  to  graduate  to  the  second 
phase  of  treatment  provided  at  satellite  facilities.  The  program  plans  to  serve  155 
clients  over  the  three-year  grant  period. 
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Another  new  program  funded  through  SAMHSA  is  the  Post  Release  Education  Program 
(PREP)  that  provides  treatment  services  to  individuals  recently  released  from  County  jail. 
A  collaboration  with  the  Sheriff's  Office,  this  program  allows  individuals  who  would 
otherwise  not  receive  services  during  the  tumultuous  post-release  period  to  have  access 
to  substance  abuse  treatment,  assistance  in  securing  shelter,  mental  health  and  medical 
care,  and  vocational  and  education  training.  There  is  also  a  family  focus  component  of 
the  program  that  helps  the  families  of  PREP  clients  gain  an  understanding  of  treatment 
issues  and  the  PREP  program.  Over  100  individuals  received  service  through  PREP 
during  the  first  nine  months  of  service. 

Coordinating  health  care  services  in  the  home 

The  Department's  Health  at  Home  (HAH)  program  continues  to  expand  its  services  to 
meet  the  needs  of  clients.  Seventy-four  percent  of  the  agency's  clients  are  referred 
from  San  Francisco  General  Hospital  and  a  smaller  percent  from  the  community  primary 
care  clinics.  The  agency's  nursing  and  therapist  case  managers,  along  with  the  home 
care  interdisciplinary  team,  work  collaboratively  with  primary  care  providers  to  improve 
the  continuity  of  care  for  clients,  with  the  goal  of  decreasing  the  chance  of  hospital 
readmission. 

SFGH  has  increased  referrals  to  HAH  for  three  types  of  patients:  those  needing  complex 
wound  care,  those  requiring  intravenous  (IV)  therapy,  and  oncology  patients  needing 
home  case  management.  A  certified  wound  care  nurse  provides  care  for  the  more 
complicated  cases  and  provides  oversight  and  consultation  to  staff  on  assessment  and 
treatment  of  wounds.   Providers  have  noted  the  remarkable  improvements  which  have 
occurred  in  patients  having  more  difficult  non-healing  wounds.   RNs  also  provide  IV 
therapy  in  the  home  and  teach  patients  self-infusion,  when  appropriate.  The  HAH 
Oncology/Palliative  Care  Team  provides  patients  with  pain,  symptom  and  medication 
management. 
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Strategy:  Prioritize  Department  services  within  funding 
limitations 


Establishing  a  new  sobering  unit 

The  McMillan  Drop-In  Center,  a  collaboration  of  the  Department's  Tom  Waddell  Health 
Center  and  Chemical  Awareness  Treatment  Services,  provides  a  place  for  homeless 
public  inebriates  to  sober  up  safely.  Once  sober,  clients  have  access  to  medical, 
behavioral  health,  housing,  and  case  management  services  to  assist  in  their  recovery. 
In  addition,  because  public  inebriates  place  a  considerable  burden  on  the  emergency 
health  care  system,  the  Department  expects  that  this  new  program  will  reduce 
inappropriate  ambulance  trips  and  emergency  room  visits.  This  program  was  funded  by 
contributions  from  private  nonprofit  hospitals  in  San  Francisco,  and  by  assuming  that  the 
facility  will  decrease  the  expense  of  caring  for  this  population  in  the  SFGH  Emergency 
Department. 

A  recent  recommendation  from  the  Board  of  Supervisors'  Ambulance  Diversion  Task 
Force  was  to  establish  a  sobering  unit  to  reduce  emergency  visits  and  improve  health 
outcomes  for  chronic  public  inebriates.  The  target  pilot  project  populations  are 
homeless  public  inebriates  and  existing  clients  at  the  McMillan  Drop  In  Center.  The  new 
project  offers  20  stabilization  beds  and  aims  to  achieve  the  following  goals: 

♦  To  provide  better  care  for  chronic  public  inebriates  and  improve  their  health 
outcomes; 

♦  To  decrease  the  number  of  inappropriate  ambulance  trips  that  transport  chronic 
public  inebriates  to  the  emergency  department;  and 

♦  To  decrease  the  number  of  inappropriate  chronic  public  inebriates  seen  in  the 
emergency  room. 


Addressing  the  exploitation  of  youth 

In  August  2002,  the  San  Francisco  Board  of  Supervisors  passed  a  resolution  that 
established  the  End  the  Exploitation  of  Youth  Task  Force.  The  Task  Force  was  created 
in  response  to  increasing  community  concerns  about  the  seriousness  of  sexual 
exploitation  of  youth  in  San  Francisco  and  the  lack  of  appropriate  local  services.  The 
vision  of  the  Task  Force  was  to  raise  public  awareness  about  the  sexual  exploitation  of 
children  and  youth,  create  a  responsive  social  service  system,  eliminate  the 
criminalization  of  exploited  youth  and  reduce  the  number  of  victims  of  sexual  violence. 

Members  of  the  Task  Force  include  representatives  from  City  agencies,  social  service 
agencies,  physical  and  mental  health  services,  and  multidisciplinary  professionals.  The 
Coordinator  of  the  Department's  Office  of  Adolescent  Health  co-staffed  the  Task  Force 
and  the  Coordinator  of  the  Department's  Office  of  Women's  Health  served  as  a  Task 
Force  member.  The  Task  Force  developed  three  recommendations  considered 
necessary  first  steps  for  the  development  of  a  safer  and  healthier  environment  for 
sexually  exploited  youth: 


San  Francisco  Department  of  Public  Health  117 


FY  2002-2003  Annual  Report  Chapter  8  -  Accomplishments  and  Program  Highlights 

♦  Open  a  secured  residential  program  -  The  program  would  provide  a  secure 
housing  option  for  long-term  treatment  and  support. 

♦  Establish  a  24-hour  hotline  -  The  hotline  would  provide  culturally  appropriate 
crisis  intervention,  harm  reduction  and  health  promotion  strategies,  and  links  to 
services  for  sexually  exploited  youth. 

♦  Expand  community  outreach  services  -  Community  outreach  efforts  would  be 
focused  on  bridging  service  gaps  that  currently  exist  for  sexually  exploited  youth. 


A  bright  future  for  adolescent  health 

Adolescents  in  San  Francisco  comprise  16  percent  of  the  total  San  Francisco  population 
and  are  the  most  ethnically  and  racially  diverse  population  in  the  City.  As  a  group, 
adolescents  in  San  Francisco  are  generally  physically  healthy;  however,  some  struggle 
with  mental  and  emotional  health  issues,  and  may  have  difficulty  in  accessing  primary 
health  care  services.  A  major  goal  of  the  Department's  new  Office  of  Adolescent  Health 
is  to  eliminate  the  health  services  gaps  that  exist  for  underserved  youth  in  San 
Francisco.   Underserved  youth  include  those  of  specific  ethnic  and  racial  groups,  in  the 
juvenile  justice  system,  in  foster  care,  homeless,  LGBTQ,  newcomers,  or  those  with 
special  needs  due  to  developmental  or  physical  disabilities. 

In  January  2003,  the  Office  of  Adolescent  Health  completed  an  Adolescent  Health  Plan 
for  San  Francisco  that  will  span  two  years  and  improve  services  for  youth,  particularly 
those  currently  identified  as  underserved.  This  report  is  the  first  strategic  health  plan 
adopted  by  the  Department  that  focuses  entirely  on  the  needs  of  San  Francisco's  youth 
population  (ages  10-24).  The  Adolescent  Health  Plan  provides  strategies  to  improve 
services  across  seven  health  issues  (e.g.,  behavioral  health,  violence,  nutrition  and 
physical  activity,  etc.).  Implementation  of  prevention  services  and  programs  that  are 
sensitive  to  the  comprehensive  needs  of  San  Francisco's  diverse  youth,  as  well  as  special 
training  for  health  care  delivery  personnel,  are  already  in  progress.  The  Office  of 
Adolescent  Health  also  arranges  for  strategic  collaborations  between  the  Department, 
local  agencies,  and  community  programs  in  order  to  provide  a  healthier  environment  for 
San  Francisco's  youth  to  develop  into  healthy  adults. 


Partnering  in  wellness  for  women  and  girls 

In  May  2003,  The  Women's  Health  Plan:  Partnering  in  Wellness  with  Women  and  Girls 
in  San  Francisco  2003-2006"  was  issued  by  the  Department's  Office  of  Women's  Health. 
This  plan  will  guide  the  Department  in  its  efforts  to  safeguard,  promote  and  improve  the 
health  and  well-being  of  the  women  and  girls  of  San  Francisco.  The  Women's  Health 
Plan  outlines  multiple  current  challenges  to  women's  health  and  well-being,  and  in 
response,  formulates  six  core  recommendations  and  suggests  numerous  possible 
Department  strategies  for  their  achievement. 

The  Women's  Health  Plan  encourages  the  provision  of  gender-specific  comprehensive 
health  care  services  that  are  sensitive  to  the  needs  and  social  roles  of  women,  and  that 
are  made  accessible  to  vulnerable  populations  of  women  including  those  that  are 
homeless,  incarcerated  or  uninsured.  The  Plan  envisions  the  elimination  of  health 
disparities  based  on  race  and  ethnicity,  disabilities  and  sexual  orientation.   Prevention, 
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through  health  screening  and  health  education  services,  and  the  need  for  reduction  of 
cancer  rates  are  also  highlighted  in  the  Plan.  The  Plan  intends  to  diminish  the  public 
health  impact  of  violence  on  women,  girls  and  their  families  by  targeting  intimate 
partner  violence,  sexual  assault  and  gun-related  violence.  The  Women's  Health  Plan  will 
be  implemented  between  2003  and  2006  with  an  evaluation  in  2007. 

Strategy:  Use  data  and  evaluation  more  routinely  and  uniformly 
to  guide  program  planning  and  priority  setting 

Tracking  HIV  Infection 

The  responsibilities  of  the  Department's  HIV/AIDS  Statistics  and  Epidemiology  Section 
(formerly  the  AIDS  Surveillance  and  Seroepidemiology  Section)  expanded  in  July  2002  to 
include  the  reporting  of  persons  with  HIV  infection  who  had  not  yet  developed  AIDS. 
HIV  case  reporting  differs  from  AIDS  case  reporting  because  both  laboratories  and 
health  care  providers  are  required  to  report  to  the  local  health  department  and  because 
persons  with  HIV  infection  are  reported  using  a  non-name  code.   Implementing  HIV 
case  reporting  has  required  substantial  efforts  on  the  part  of  staff,  laboratories,  HIV 
counseling  and  testing  sites,  hospitals,  and  private  medical  providers.  This  collaborative 
effort  has  paid  off  and  HIV  reporting  is  now  well  established  in  San  Francisco. 

From  July  to  September  2003,  4,186  persons  with  HIV  infection  were  reported  to  the 
HIV/AIDS  Statistics  and  Epidemiology  Section;  3,462  of  the  case  reports  reflect  persons 
diagnosed  with  HIV  prior  to  2002  and  724  were  persons  who  were  known  to  be  first 
diagnosed  with  HIV  in  2002-2003.   Based  on  prior  estimates,  the  Department  anticipates 
that  an  additional  1,500  persons  will  be  reported  during  the  remainder  of  2003  and 
through  2004.  Although  the  data  are  incomplete,  preliminary  analysis  suggests  that 
compared  to  persons  living  with  AIDS,  persons  with  HIV  infection  without  an  AIDS 
diagnosis  are  younger  and  are  more  likely  to  have  private  health  insurance.  More 
information  can  be  found  online  at  www.dph.sf.ca.us/ PHP/ AIDSSurvUnit.htm. 
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Evaluating  regional  needs  for  homeless  families 

The  San  Francisco  Bay  Area  Homeless  Perinatal  Planning  Committee  is  led  by  the 
Department's  Maternal  and  Child  Health  Program  and  brings  together  representatives 
from  San  Francisco,  Alameda,  Contra  Costa,  Marin,  San  Mateo,  Santa  Clara  and  Solano 
counties  and  the  City  of  Berkeley  to  promote  regional  awareness  of  homeless  issues  that 
affect  families  in  our  communities.  The  Committee  sponsored  the  2nd  Annual 
Networking  Conference  in  September  2002,  titled  "Repairing  the  Safety  Net  for 
Homeless  Families,"  and  the  7th  Annual  Homeless  Perinatal  Conference  in  May  2003  in 
Oakland,  titled  "Survivors:  Homeless  Children  &  Their  Families."  In  addition,  the 
committee  developed  a  Bay  Area  Help  Card,  which  can  be  found  on  the  San  Francisco 
Department  of  Public  Health  Web  Site  http://www.dph.sf.ca.us/PHP/PreqantHlp.htm. 
The  card  contains  information  and  resources  for  the  seven  Bay  Area  counties. 
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Goal  2:  Disease  and  Injury  are  Prevented 


Strategy:  Strengthen  primary  prevention  activities  of  the 
Department 

Preventing  influenza  at  Laguna  Honda  Hospital  and  Rehabilitation  Center 

Prevention  of  illness,  disability  and  injury  is  one  of  the  cornerstones  of  all  public  health 
programs  and  institutions.  As  part  of  the  public  health  system  that  spans  the  entire 
continuum  of  care  for  San  Franciscans,  Laguna  Honda  strives  to  include  preventive 
services  in  all  its  programming.  One  example  is  Laguna  Honda's  influenza  prevention 
program.   Laguna  Honda  has  had  a  vigorous  influenza  vaccination  program  for  years, 
reaching  over  92  percent  of  residents.  The  influenza  prevention  program  includes  the 
following  components: 

♦  Vaccination  of  residents  and  staff; 

♦  Surveillance; 

♦  Antiviral  prophylaxis  and  treatment;  and 

♦  Infection  control  and  outbreak  control. 

In  late  2002  the  Laguna  Honda  Infection  Control  Committee  reviewed  its  data  from  the 
2001-2002  flu  season  and  concluded  that  its  most  effective  intervention  would  be  to 
increase  the  staff  vaccination  rate  using  an  educational  campaign,  enhanced  access  to 
vaccinations,  and  incentives.  The  percentage  of  staff  receiving  the  flu  vaccination 
increased  from  26  percent  in  2001-2002  to  37  percent  in  2002-2003.  The  number  of 
influenza  cases  decreased  from  30  to  4.  The  program  was  presented  as  a  model  at  the 
California  Adult  Immunization  Summit  in  May  2003. 

Reducing  the  risk  of  falls  for  Laguna  Honda  residents 

Fall  prevention  is  a  public  health  issue  advocated  by  the  Centers  for  Disease  Control  and 
Prevention,  which  notes  that  falls  are  the  most  common  cause  of  injuries  and  hospital 
admissions  for  trauma.   Falls  account  for  87  percent  of  all  fractures  in  people  65  years 
and  older,  and  are  the  leading  cause  of  injury  and  death  among  this  group.  Incidence 
of  falls  in  long  term-care  residents  is  even  higher. 

Laguna  Honda  developed  programs  for  fall  risk  management  and  successfully  reduced 
the  percentage  of  residents  using  one  or  more  restraints  to  4  percent,  significantly 
below  state  (17%)  and  national  (9%)  nursing  home  averages,  without  a  commensurate 
increase  in  fall  rates  or  injuries  associated  with  falls.  Interdisciplinary  teams  at  Laguna 
Honda  now  have  fall  risk  assessment  tools  to  evaluate  and  intervene  for  fall  risk 
reduction  without  using  restraints.  Interventions  are  tailored  to  the  individual,  including 
environmental  alterations;  pharmacy  consultations;  therapy  consultations;  exercise;  and 
restraint  alternatives.   Laguna  Honda's  incidence  of  new  fractures  is  1.3  percent,  in 
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contrast  to  the  comparison  group  average  of  1.8  percent,  while  prevalence  of  falls  at 
Laguna  Honda  is  7  percent,  half  that  of  the  comparison  group. 


The  pedestrian  and  traffic  safety  program 

The  Pedestrian  and  Traffic  Safety  Program  had  four  main  areas  of  focus  in  the  last  year: 

♦  Pedestrian  Injury  Surveillance:  The  Department  compiled  data  from  San 
Francisco's  Trauma  Registry  reports,  Emergency  Medical  Services  reports  and 
Police  Department  collision  reports.  The  data  allow  staff  and  community  to 
identify  neighborhoods  and  age  groups  that  may  be  at  higher  risk  for  pedestrian 
injury. 

♦  Technical  Assistance:  Staff  in  the  Community  Health  Education  Section 
provided  technical  assistance  to  pedestrian  and  traffic  safety  advocates  by 
convening  the  Traffic  Safety  Advisory  Council;  convening  the  Mission  and 
Tenderloin  Pedestrian  Safety  Working  Groups;  providing  training  on  community 
organizing,  fundraising,  advocacy  and  other  tools  for  activists;  and  linking 
community  groups  and  City  agencies. 

♦  Mini-Grants  for  Community-Based  Organizations:  The  Department  funded 
community-based  organizations  to  conduct  pedestrian  and  traffic  safety  projects 
in  their  neighborhoods,  utilizing  funds  awarded  by  the  California  Office  of  Traffic 
Safety. 

♦  Media  Campaigns:  In  conjunction  with  the  Department  of  Parking  and  Traffic, 
the  Department,  conducted  an  annual  media  campaign  targeting  traffic  safety  in 
San  Francisco.  The  media  campaign  was  funded  by  the  fines  for  running  red 
lights.  In  2003,  the  focus  of  the  media  campaign  was  to  promote  courtesy 
between  drivers  and  pedestrians. 


Improving  medication  safety 

In  2002,  the  CHN's  Medication  Use  and  Safety  Officer  noted  a  problem  with  the 
manufacturer's  labels  on  two  injectable  medications.  The  problem  had  the  potential  to 
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lead  to  serious  medication  errors.  The  drugs,  acetazolamide  and  acyclovir,  were 
packaged  in  identical  size  and  shape  vials,  both  were  available  as  500mg  vials,  and  the 
color  used  for  the  labels  on  both  products  were  variations  of  blue  and  white.   Because 
drugs  are  usually  stored  in  alphabetical  order  by  pharmacies,  on  nursing  units,  and  in 
other  medication  storage  areas,  the  potential  that  busy  hospital  staff  might  mistake  the 
products  for  each  other  was  great. 

The  Pharmacy  contacted  several  national  medication  safety  "watchdog"  organizations 
with  this  concern.  As  a  result,  the  manufacturer  recently  notified  the  CHN  and  the 
national  organizations  of  its  intent  to  change  the  labeling  on  the  vials  to  make  the  drug 
name  more  easily  readable  and  the  products  more  readily  differentiated.  Through  this 
action,  medication  safety  was  improved  nationwide  for  patients  for  whom  these  drugs 
are  ordered  and  used. 

Researching  ways  to  prevent  HIV 

The  Department's  HIV  Research  Section's  mission  is  to  conduct  ethical,  innovative 
research  likely  to  have  the  greatest  impact  on  preventing  HIV  infection  and  AIDS  in  this 
changing  epidemic.  The  Research  Section  provides  leadership  in  developing  critical 
research  questions  and  communicating  its  study  results  widely.   In  addition  to  their 
research,  the  Research  Section  serves  as  a  mentor  to  both  national  and  international 
sites.  Sister  research  sites  are  in  Puerto  Rico  and  Argentina,  and  the  Research  Section 
helped  to  develop  HIV  vaccine  research  centers  in  Honduras,  the  Dominican  Republic, 
and  Jamaica. 

The  research  is  currently  split  into  two  major  categories,  behavioral  prevention  of  HIV 
and  clinical  prevention  of  HIV.   Behavioral  prevention  efforts  consist  of  two  studies:  the 
Explore  study,  which  involved  735  men  who  have  sex  with  men  (MSM)  at  the  San 
Francisco  site  and  over  3,000  others  nationwide;  and  Project  Mix,  which  is  a  peer  based 
intervention  to  encourage  safe  sex  among  substance  using  MSM.  Clinical  prevention 
efforts  consist  of  testing  HIV  vaccines  for  safety  and  efficacy.   In  the  last  fiscal  year,  the 
Research  Section  began  testing  two  phase  I  HIV  vaccines  and  is  scheduled  to  begin 
three  additional  phase  I  trials  before  the  end  of  the  calendar  year. 
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Strategy:  Address  social  and  economic  determinants  of  health 
status 


The  Health  Impact  Assessment 

Neighborhood  rezoning  plans  must  undergo  environmental  impact  assessments  (EIA)  to 
inform  governmental  decision-makers  and  the  public  about  the  potential,  significant 
effects  of  proposed  decisions  and  activities.   Laws  mandating  EIA  recognize  that  social 
and  physical  environments  are  interrelated;  however,  EIA  has  been  traditionally  deficient 
in  addressing  how  projects  impact  social  determinants  of  health,  and  health  agencies 
have  traditionally  had  limited  involvement  with  EIA. 

In  San  Francisco's  Mission  neighborhood,  a  coalition  of  community  organizations,  the 
Mission  Anti-displacement  Coalition  (MAC),  convened  to  represent  the  needs  of  residents 
in  a  city  rezoning  process.   MAC  has  begun  using  the  Health  Impact  Assessment  as  a 
vehicle  to  evaluate  the  health  and  social  impacts  of  alternative  zoning  proposals, 
increase  community  capacity  to  engage  with  land  use  planning,  and  develop  public 
awareness  of  the  relationship  between  land  use  and  health. 

The  Department  facilitates  the  assessment  planning  and  implementation,  coordinates 
and  documents  the  process  and  its  findings,  trains  community  member  research 
activities,  and  provides  other  research  support.   Multiple  qualitative,  quantitative,  and 
popular  research  methods  are  being  applied  to  the  assessment.   Findings  will  be 
integrated  into  a  document  and  will  be  disseminated  through  multiple,  culturally  relevant 
and  language  appropriate  media.  The  partnership  will  develop  a  plan  to  monitor  the 
influence  of  the  assessment  both  on  the  zoning  decision  as  well  as  local  agency 
approaches  to  community  involvement. 


Mental  health  consultation  in  homeless  and  domestic  violence  shelters 

The  Department's  Child,  Youth,  and  Family  Section  began  providing  mental  health 
consultation  and  treatment  services  to  children  age  birth  to  5  years  and  their  families 
living  in  11  homeless  shelters,  transitional  housing  programs  and  domestic  violence 
shelters.  Services  include  assessment,  direct  treatment,  therapeutic  play  groups,  group 
therapy,  and  staff  consultations  and  training. 

Mental  health  services  address  disturbances  related  to  the  trauma  of  the  current  episode 
of  homelessness  (e.g.,  anxiety,  fear,  anger  and  hostility).   Mental  health  services  also 
address  problems  related  to  negative  influences  in  the  past,  such  as  growing  up  in  foster 
care  or  with  alcoholic  or  drug  addicted  parents.  The  program  is  being  evaluated  by 
interviewing  mothers  in  the  shelters  at  intake  and  every  six  months  thereafter,  and 
asking  mental  health  consultants  and  shelter  staff  to  complete  surveys  every  six  months 
about  progress  the  child  and  family  is  making  on  a  variety  of  mental  health  indicators. 
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Increasing  access  to  healthy  foods 

The  mission  of  the  San  Francisco  Food  Systems  Council  is  to  bridge  San  Francisco 
residents  to  the  sustainable  production,  equitable  distribution,  nutritious  consumption 
and  responsible  recycling  of  food  and  promoting  community  relevant  policies  that 
support  an  equitable  food  system.  The  Food  Systems  Council's  work  has  focused  on 
four  major  activities: 

♦  Strategic  planning  for  the  development  of  the  San  Francisco  Food  Systems 
Council; 

♦  Planning  for  and  promoting  community  food  assessments  in  San  Francisco  in 
order  to  prioritize  community  concerns,  develop  projects  strategically  and  build 
capacity  of  existing  organizations  to  do  more  sustainable  food  systems  work; 

♦  Educating  City  agencies  and  existing  community-based  organizations  about  the 
work  of  the  San  Francisco  Food  Systems  Council  and  how  it  might  apply  to  their 
organization;  and 

♦  Working  with  San  Francisco  Unified  School  District  to  determine  the  feasibility  of 
a  Farm-to-School  project. 


An  action  guide  for  children  and  youth 

The  Department's  Child,  Youth,  and  Family  System  of  Care  section  worked  together  with 
the  San  Francisco  Unified  School  District  School  Health  Programs  Department  to  develop 
two  sections  on  depression  and  suicide  prevention  for  the  district's  Action  Guide  for 
students  and  families.  The  guide,  which  was  sent  to  the  home  of  every  public  high 
school  student  in  San  Francisco,  addresses  the  warning  signs  of  depression  and  suicidal 
intention,  what  parents  can  do,  where  to  get  help,  and  how  students  can  help  other 
students  who  are  in  need  of  help.  The  guide  was  also  translated  into  Spanish  and 
Chinese. 


Strategy:  Develop  a  multi-year  prevention  plan. 

Coordinating  prevention  efforts 

In  FY  2002-2003,  the  Department's  Prevention  Planning  Team  and  Prevention 
Workgroup  developed  a  Strategic  Prevention  Plan.  This  Plan  is  to  be  used  as  guide  for 
the  development  of  prevention  activities  throughout  the  Department.   It  is  designed  to 
build  on  existing  efforts,  eliminate  or  mitigate  disparities,  and  select  interventions  based 
on  evidence.  The  Plan  will  provide  an  integrated  approach  for  the  Department's 
prevention  efforts,  whereby  various  sections  within  the  Department  can  develop  primary 
prevention  interventions  that  build  upon  a  common  foundation.  Implementation  will 
begin  throughout  various  sections  and  programs  in  2004.  The  Community  Programs' 
Expanded  Management  Team  will  provide  ongoing  oversight. 
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Goal  3:  Services,  programs  and  facilities  are  cost- 
effective  AND  RESOURCES  ARE  MAXIMIZED 


Strategy:  Make  overall  improvements  in  financing  operations 

Maximizing  revenues  at  Laguna  Honda  Hospital  and  Rehabilitation  Center 

As  revenue  generation  becomes  increasingly  important  in  long-term  care,  Laguna  Honda 
has  undertaken  a  major  initiative  to  maximize  revenues  that  are  determined  by  the 
completion  of  Minimum  Data  Set  (MDS).  This  comprehensive  functional  assessment  of 
some  250+  questions,  originally  designed  in  1989  to  be  used  as  the  foundation  for 
planning  and  delivering  care  to  all  nursing  home  residents,  has  gained  increasing 
importance  in  providing  regulatory  oversight  and  revenue  generation. 

The  MDS  is  also  presently  being  used  in  27  states  to  determine  Medicaid  reimbursement 
with  California  expected  to  start  using  the  MDS  for  Medi-Cal  reimbursement  in  the  near 
future.   Responding  to  the  present  financial  landscape  with  the  knowledge  that  Medi-Cal 
reimbursement  will  soon  depend  upon  an  accurate  completion  of  the  MDS,  Laguna 
Honda  has  established  a  program  to  train  registered  nurses  to  coordinate  the  input  of 
the  Interdisciplinary  Team  and  complete  the  MDS  in  an  accurate  and  timely  manner. 
Staff  will  continue  to  monitor  the  impact  on  revenue  due  to  enhanced  knowledge  and 
accuracy  of  coding. 

Improving  billing  procedures  at  San  Francisco  General  Hospital 

To  contend  with  ongoing  economic  downturns  and  reductions  in  City  General  Funds,  San 
Francisco  General  Hospital  (SFGH)  is  taking  measures  to  identify  new  sources  of  revenue 
to  minimize  the  reduction  of  services.   In  Fiscal  Year  2002-2003,  SFGH  implemented  an 
Operating  Room  major  trauma  charge  and  continued  efforts  to  identify  late  charges  on 
inpatient  accounts,  improve  coding  on  billing  forms  and  ancillary  department 
requisitions,  acquire  billing  numbers  for  all  new  providers,  ensure  proper  charging  of 
supplies  and  develop  a  supply  formulary,  and  determine  and  facilitate  patient  eligibility 
for  various  programs.  In  addition,  SFGH  hired  two  revenue  enhancement  specialists  and 
began  efforts  to  better  utilize  existing  staff  to  support  ongoing  efforts  to  maximize 
revenue. 
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Strategy:  Continue  to  adopt  a  financial  strategy  that  enhances 
revenue  and  reduces  expenditures  to  ensure  that  the  overall 
public  health  system  operates  cost-effectively 


Developing  the  Behavioral  Health  Court 

This  past  year,  the  Department's  Jail  Health  Services  and  Behavioral  Health  Services 
(mental  health  and  substance  abuse  services  combined)  in  collaboration  with  the  Courts, 
the  District  Attorney's  Office,  and  the  Public  Defender's  Office  implemented  a  voluntary 
Behavioral  Health  Court  (BHC).  This  therapeutic  court,  created  with  no  additional  funds, 
offers  defendants  with  serious  mental  illness  a  chance  for  treatment  instead  of 
incarceration.  The  court  has  a  multi-disciplinary  team  working  with  the  defendant  to 
obtain  Supplemental  Security  Housing  (SSI),  housing,  and  appropriate  levels  of 
community  based  treatment.   Being  a  participant  in  BHC  requires  an  immense  amount 
of  effort  by  the  client.   In  the  first  8  months,  90  clients  have  actively  participated  with 
BHC  and  it  appears  to  be  a  successful  alternative  to  the  traditional  court  system  for  this 
special  needs  population. 

Ensuring  the  appropriate  level  of  care  -  The  Patient  Flow  Pilot  Project 

The  Patient  Flow  Pilot  Project  focuses  on  creating  greater  capacity  at  SFGH  for  acute 
psychiatric  patients  by  facilitating  timely  patient  transition  to  the  next  appropriate  level 
of  care.   By  making  timely  transfers,  patients  are  assured  the  least  restrictive  level  of 
care  and  SFGH  is  able  to  reduce  its  number  of  administrative  days,  which  are 
reimbursed  by  Medi-Cal  at  amounts  significantly  lower  than  the  cost  of  providing  acute 
psychiatric  care.   During  the  pilot,  staff  carefully  monitored  several  quality  indicators  to 
ensure  clinical  appropriateness.  The  data  collected  from  March  through  October  2002 
showed  favorable  results. 

There  was  an  average  increase  of  65  acute  patients  per  month  admitted  to  SFGH  due  to 
increase  in  capacity.  At  the  same  time,  SFGH  experienced  an  average  decrease  of  424 
administrative  days  per  month.  The  average  length  of  stay  decreased  from  15  days  to 
10.5  days.   During  the  same  time  period,  the  number  of  patients  requiring  transfer  from 
Psychiatric  Emergency  Services  to  hospitals  due  to  lack  of  capacity  decreased  from  173 
to  31. 


Streamlining  STD  testing 

Recognizing  the  importance  of  surveillance  for  controlling  and  preventing  the 
transmission  of  Sexually  Transmitted  Diseases  (STD)  like  gonorrhea  and  chlamydia 
infections,  the  Department's  Laboratory  has  teamed  up  with  the  STD  Control  unit  to 
increase  screening  for  STDs.  To  handle  the  increase  in  specimens  tested,  the  laboratory 
installed  the  Viper  automatic  pipetting  device  in  December  2002  to  streamline  specimen 
handling  and  testing.  This  instrument  allows  the  laboratory  to  process  more  specimens 
without  increasing  staff.  The  automation  also  controls  contamination  of  the 
environment  and  reduces  ergonomic  activity  for  staff. 
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Strategy:  Address  the  infrastructure  needs  on  the  San 
Francisco  General  Hospital  campus  and  at  the  primary  care 
sites 


Planning  for  air  medical  access 

San  Francisco  is  the  only  locality  within  the  top  25  municipalities  in  the  United  States 
without  air  medical  access.  The  inability  to  air  transport  patients  into  and  out  of  San 
Francisco  General  Hospital  Medical  Center  (SFGH)  compromises  its  ability  to  respond  to 
critically  injured  patients  whose  needs  are  best  served  at  a  Level  1  Trauma  Center.  To 
better  serve  all  trauma  patients  within  this  region  and  maintain  American  College  of 
Surgeons  verification  as  a  Level  1  Trauma  Center,  SFGH  conducted  a  needs  assessment 
and  feasibility  study  to  determine  the  need  for  air  medical  access  and  determine 
whether  a  helipad  could  be  located  at  the  SFGH  campus.   In  March  2003,  the  Health 
Commission  reviewed  the  findings  of  the  "SFGH  Air  Medical  Access  Needs  Assessment  & 
Feasibility  Study"  and  adopted  a  resolution  directing  SFGH  to  continue  planning  for  air 
medical  access. 

The  next  steps  for  SFGH  air  medical  access  planning  are  conducting  an  environmental 
impact  review  (EIR),  designing  a  medical  helipad  for  an  SFGH  rooftop  location,  and 
obtaining  the  necessary  permits  for  an  SFGH  medical  helipad.  The  successful 
accomplishment  of  this  goal  requires  the  development  and  implementation  of  a  Phase  II 
air  medical  access  action  plan,  convening  a  Phase  II  team  to  implement  the  plan,  hiring 
contractors  to  conduct  the  work  (EIR,  design,  and  permit),  adhering  to  time  specific 
objectives,  and  ensuring  community  outreach  to  neighborhoods,  community  groups  and 
health  care  professionals. 

Rebuilding  San  Francisco  General  Hospital 

In  1996,  California  passed  Senate  Bill  1953,  mandating  that  all  California  acute  care 
hospitals  meet  new  seismic  safety  standards  by  2013  or  face  closure  by  2008.  In 
January  2001,  the  Health  Commission  approved  a  resolution  to  support  the  effort,  and 
the  Department  conducted  a  series  of  planning  meetings  to  review  its  options.  It 
became  evident  that  rebuilding  rather  than  retrofitting  was  required,  and  that  rebuilding 
SFGH  presented  a  unique  opportunity  for  the  Department  to  make  system-wide  as  well 
as  structural  improvements  in  its  delivery  of  care  for  patients  in  2013  and  beyond. 

At  the  end  of  FY  2002-2003,  SFGH  had  three  scenarios  as  part  of  its  Institutional  Master 
Plan.  One  scenario  would  rebuild  SFGH  on  the  Potrero  Street  campus  and  the  other  two 
scenarios  include  a  Mission  Bay  site.  The  next  steps  are,  with  guidance  from  the  Rebuild 
Steering  Committee,  Combined  Advisory  Committee,  and  the  SFGH  and  Community 
Health  Network  Joint  Conference  Committees,  to  choose  the  best  of  the  three 
alternatives  and  present  a  final  proposed  Institutional  Master  Planning  concept  to  the 
Health  Commission  for  approval  in  October  2003.   In  addition,  a  financial  plan  will  be 
developed  for  funding  the  hospital  rebuild,  which  will  include  a  general  obligation  bond 
package  for  submission  to  the  Capital  Improvement  Advisory  Committee  by  March  2004 
for  a  ballot  initiative  in  November  2004. 
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Strategy:  Design  an  e-government  strategy  and  presence  for 
the  department 


Developing  a  single  information  system  to  support  the  continuum  of  care 

SFGH  is  undertaking  major  information  systems  projects  needed  to  simplify  clinical  and 
diagnostic  functions  and  comply  with  various  State  and  federal  laws.   In  April  2003,  the 
Health  Commission  approved  a  plan  to  transition  to  SOARIAN  beginning  in  2004. 
SOARIAN  is  a  comprehensive,  Internet-based  suite  of  applications  for  patient 
registration,  accounting,  patient  scheduling,  clinical  care  plan  documentation,  clinical 
orders,  and  the  Lifetime  Clinical  Record.  This  system  will  standardize  information 
technology  systems  across  DPH  institutions  and  adds  the  potential  to  integrate  clinical 
and  financial  data.  This  product  will  allow  SFGH  to  comply  with  Senate  Bill  1875,  which 
requires  hospitals  to  implement  a  computerized  provider  order  entry  system  by  2005  to 
reduce  medication  errors. 

Meanwhile,  SFGH  is  continuing  to  perform  essential  upgrades  to  existing  systems, 
replace  obsolete  workstations  and  move  towards  a  film  less  radiology  department 
through  a  Picture  Archiving  Communications  System  (PACS).  The  PACS  system  will 
store  electronic  images,  thereby  eliminating  the  lost  film  problem  and  the  need  to 
reprint  films. 

Strategy:  Improve  recruitment,  retention  and  training  of 
Department  staff 


Improving  retention  and  recruitment 

It  has  been  projected  that  there  will  be  a  40  percent  rate  of  retirement  among  City 
employees  from  2000  to  2011.  As  of  September  2002,  the  total  rate  of  vacancies  at 
SFGH  was  12  percent,  and  the  turnover  rate  was  8.7  percent.  Shortages  in  key 
healthcare  professions  including  registered  nurses,  pharmacists,  respiratory  therapists, 
and  radiology  technicians  are  challenging  recruitment  efforts.  Cost  of  living  in  the  Bay 
Area  and  current  pay  scales  will  continue  to  be  barriers  to  filling  vacancies,  including 
those  of  physicians.  SFGH  hopes  to  decrease  turnover  and  vacancy  rates  by  improving 
staff  retention  and  recruitment.   Efforts  by  the  Department's  Nursing  Leadership  Council 
included  the  establishment  of  "Nursing  Notes"  a  quarterly  newsletter  that  highlights 
accomplishments  and  other  issues  of  relevance  to  nurses. 

In  another  effort,  the  Private  Industry  Council  with  the  joint  participation  of  eight  San 
Francisco  hospitals,  including  Laguna  Honda  and  San  Francisco  General  Hospital,  SEIU 
Local  250,  and  the  City  College  of  San  Francisco,  received  grant  funding  from  the  State 
of  California  to  address  the  nursing  shortage.  Other  partners  in  the  grant  include  Jewish 
Vocational  Services,  Hospital  Council  of  Northern  California  and  Regional  Health 
Occupations  Resource  Center.  The  grant  project  aims  to  provide  career  ladder  training 
for  incumbent  non-licensed  hospital  employees  to  become  licensed  vocational  nurses  or 
registered  nurses.  The  grant  will  fund  the  eligible  hospital  staff  tuition,  fees,  uniforms, 
supplies  and/or  books.   Laguna  Honda,  as  a  prospective  participating  hospital,  will 
commit  to  releasing  employees  who  meet  eligibility  and  selection  criteria  to  attend 
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classes  during  regular  working  hours,  with  pay,  not  to  exceed  eight  hours  per  week. 
SEIU  Local  250  and  Jewish  Vocational  Services  will  also  provide  educational  counseling 
and  case  management  to  employees  participating  in  the  program. 

Training  Department  staff  to  treat  opiate  addiction 

In  October  2002,  the  federal  Food  and  Drug  Administration  approved  buprenorphine  for 
use  in  the  treatment  of  heroin  and  other  opiate  addiction.   Like  methadone, 
buprenorphine  is  a  medication  that  addicts  can  take  to  block  withdrawal  symptoms  and 
the  craving  for  opiates  without  producing  a  strong  narcotic  "high".   In  January  2003,  the 
Department  responded  by  sponsoring  free  buprenorphine  training  for  Department  staff. 
More  than  160  individuals  attended  the  training,  including  100  physicians.   Physicians 
who  attended  this  training  may  apply  to  CSAT  for  permission  to  prescribe 
buprenorphine.  The  Department  is  developing  guidelines  for  the  use  of  buprenorphine, 
building  on  the  work  of  the  Office-based  Opiate  Treatment  Program  (OBOT)  Program 
planning  process  and  the  integration  of  substance  abuse  and  mental  health  services.  A 
specialized  induction  clinic  has  been  developed  for  OBOT  patients  initiating 
buprenorphine. 
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Collaborating  for  the  behavioral  health  project 

The  behavioral  health  project  is  a  collaboration  between  the  Housing  &  Urban  Health 
section  (HUH)  and  two  community-based  organizations  (Baker  Places,  Inc.  and  Fort 
Help).  The  project  is  designed  to  provide  one-on-one  mental  health  and  substance 
abuse  counseling,  group  counseling  and  off-site  residential  and  detoxification  services 
for  the  residents  of  the  Direct  Access  to  Housing  Program  (DAH).  This  model  of  on-site 
case  management,  medical  services  and  counseling  with  augmented  services  off-site  is 
expected  to  assist  in  stabilizing  the  residents  of  the  DAH  facilities  and  reduce 
hospitalizations  (both  psychiatric  and  medical)  and  evictions.  The  DAH  program 
currently  provides  360  units  of  permanent  supportive  housing  in  five  single  room 
occupancy  (SRO)  residential  hotels  and  an  additional  33  units  in  a  licensed  residential 
care  facility. 

Because  many  of  the  DAH  residents  have  chronic  medical,  substance  abuse  and  mental 
health  disorders,  maintaining  stability  in  housing  demands  wrap-around  integrated 
health  services.  At  present,  all  six  DAH  sites  have  intensive  case  management  services 
provided  by  community-based  organizations  and  some  medical  services  (either  on-site 
or  through  consultation)  provided  by  HUH.  With  the  development  of  this  service,  Baker 
Places  provides  on-site  counseling  services  and  off-site  residential  behavioral  health  and 
detoxification  services.  Fort  Help  is  providing  methadone  maintenance  services. 


Improving  emergency  care  and  coordination 

The  Emergency  Medical  Services  Section  recently  approved  the  San  Francisco  Fire 
Department's  (SFFD)  Pilot  Program,  called  the  Rapid  Paramedic  Response  System,  to 
add  a  paramedic  to  the  City's  fire  engines.   In  most  medical  emergencies,  both  an  SFFD 
engine  and  an  ambulance  are  dispatched  to  the  request  for  help.  Since  there  are  more 
than  twice  as  many  engines  as  ambulances,  and  they  are  distributed  more  evenly 
throughout  the  City,  the  engines  frequently  arrive  at  a  patient's  side  more  quickly  than 
an  ambulance.  The  fire  engines  are  staffed  with  firefighters  who  are  also  Emergency 
Medical  Technicians  (EMTs)  and  they  start  basic  emergency  medical  care  but  must  wait 
for  a  paramedic  to  arrive  to  administer  medications  or  perform  airway  treatments. 

By  putting  paramedics  on  engines,  the  pilot  program  demonstrated  an  improvement  in 
the  time  interval  from  a  9-1-1  call  until  a  paramedic  arrived  at  the  scene  of  the 
emergency  without  sacrificing  patient  care  while  being  transported  in  the  ambulance. 
(Many  paramedics  had  to  be  shifted  from  ambulances  to  engines,  creating  a  number  of 
ambulances  staffed  with  one  paramedic  and  one  EMT.)  The  SFFD  plans  to  utilize  the 
results  from  this  study  to  staff  more  engines  in  areas  of  the  City  with  long  response 
intervals  for  paramedic  service  with  the  eventual  goal,  endorsed  by  the  Health 
Commission,  of  having  a  paramedic  on  every  fire  engine  in  San  Francisco.  This  will 
bring  the  City  in  line  with  recommendations  from  the  EMS  Medical  Directors  Association 
of  California  for  a  5-minute  response  interval  for  defibrillator-equipped  personnel  and  a 
10-minute  response  interval  for  paramedics  in  urban  areas.  This  truly  is  one  of  the 
landmarks  of  a  21st-century  EMS  system. 
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Strategy:  Continue  and  expand  assessment  of  community 
health  needs  (i.e.,  risks  to  health  and  safety). 


Teaching  healthy  eating  habits  to  reduce  obesity 

Since  2001  services  have  been  provided  to  the  community  and  schools  to  encourage 
exercise  and  eating  well-balanced  meals  with  at  least  5  fruits  and  vegetables.  The 
program  was  a  precursor  to  the  current  interest  in  childhood  obesity.  The  Nutrition 
Services  section  received  funding  in  FY  2002-2003  to  provide  services  to  the  Hispanic 
community  to  reduce  obesity,  which  leads  to  Type  II  diabetes,  which  is  more  prevalent 
in  the  Hispanic  community.  The  staff  developed  partnerships  with  community-based 
groups  in  the  Mission  district  and  with  the  YMCA.  The  groups  contacted  parents  through 
outreach  and  provided  information  on  purchasing  appropriate  foods,  meal  preparation 
(with  demonstrations),  and  the  importance  of  exercise.  A  conference  was  also  held  for 
the  entire  city  and  region  called  "Weighty  Matters"  and  was  attended  by  300  people. 
Materials  were  made  available  which  could  be  used  in  a  variety  of  situations  to  help 
families  and  communities  reduce  the  impact  of  obesity. 
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